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page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours affer death. Page 4 
may be retain: 


TO FUNERAL D 


ys Als (4) 
15M 9 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Hoeli 
879 CERTIFICATE OF DEATH ee Ss 


2 Serre eS (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 
* Maryland uN’ Washington 


1. PLACE OF DEATH 


COUNTY 
Washington eee 


B. CITY OR TOWN (If outside corporole limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporale limits, write RURAL ond give nearest tawn) 
RURAL ond give nearest lown} 


Hagerstown 34 hres. Williamsport Maryland 


d. NAME OF HOSPITAL (IF not in hospitol, give street address) d. STREET ADDRESS: e IS RESIDENCE 
te OR INSTITUTION ON _A FARM? 


Washington County Hospital 145 N. Conococheague Street | sO nO 


3 pied First “Middle tost 4. ae Month Day Yeor 

(Type oF print) Mary Viola Anderson DEATH A Ue 23 1956 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 AGE (In za Fh RI IF UNDER 24 HRS. 
'Fonaie white memih mocea| oot. 3¢_ig2 | bs Pyeias || 
10a, USUAL OCCUPATION {Give Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) ~ CITIZEN OF WHAT COUNTRY? 

oLTUBVETH shine’ Dent Silk M411 Williamsport Md. USA 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Russel Davis Lula Guess aa 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. BG INFORMANT igs 


19. CAUSE OF DEATH [Enter only one coure per JteGorD), (b). on 7 Lb, Psat ap 
PART I. DEATH WAS CAUSED By: " y O y 
IMMEDIATE CAUSE (o] CAM Ag A RL Lid MET, # Ly YZ 


DUE TO 


Conditions, if ony, which (b) 
gove rise to immediote 
cotse (0), stating the under. { OUE TO 
lying couse, last. (e 


PART WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. ths AUTOPSY 


‘ORMED? 
yves(J NOC) 
200. ACCIDENT WAS UNDERLYING (]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Wl of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Year 10d. INJURY OCCURRED HOB, PLACE OF INJURY (Home, form, 1 20F ACiby or tow (County) (tote) 
pith: v4) ol onal ot work ACJ ar 
ifyaplay Perea a Y 2 


MEDICAL CERTIFICATION 


ALL 
suet" (7 DATE THEREOF Wr NAME OF CEMEpGA acer ol caee {Giy, town, or county) (Stote) 

peel 
Bi: ‘ii Aug. 26466 6 Greenlawn Ceme oF ansno Maryland 
< 7 VES REC'D 2 “REG TRAR 227 tag REDS STRAR'S SIGNATURE 


5 


$A NVIUNG 


gcel 6e DNv 


Darmosd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 p 9 
2498 CERTIFICATE OF DEATH ef. ‘§ ilo 


ol 


st 
3 =o 1, PLACE OF DEATH 2. SAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
3 . COUNTY 
Epo? ig seas b. COUNTY 
a Washington MARYLAND ““Varyland Washington 
Be vi] b. CITY OR TOWN (If auiside ayewe limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If auttide corporate limits, write RURAL and give nearest town) 
5a ura ‘ond give val town) 
352 38 years Hagerstown 
ed d. bee OF ae {IF not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
1 <i OR I parmurigy ON A FARM? 
Se Cannon Ave. 110 N. Cannon Ave. ves Eno 
z 
= 96 3. NAME OF First Middle Lost 4, DATE Month Day Yeor ~* 
- DECEASED OF 
23 (ype or prin) =, Maria eee Ansley | DEATH saan 36. 56 
2 5, SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] | 8. DATE OF ‘7, 9. AGE (In ee iF UNDER 1 YEAR] IF UNDER 24 HRS 


Female White = |woownd ovorceof] |Jan. 9, 1876 i F: che a ye 


“3 Wa, dere See wee rere kind Leila 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= F luring most of working life, even if retire: 2 
8 / House Wite Own Home Near Clearspring Md. 
5s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 Abraham Roth Amada Grosh 
3 be WAS Sa ga U.S. ‘eae Pomc 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
- as Oe -- Miss Bertha A. Roth Hagerstown Md. 


18. CAUSE OF DEATH [Enter only ane couse per line for (o), (b). and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: aL Pee yt) 
IMMEDIATE CAUSE (o] 


DUE TO 


Conditions, if ony, which (Ao. 2 SS See See ee 


gove rise ta immediote 
cotse (0), stoting the under. ( OVE TO 
lying couse lost. () 


Then please remave carbon papers. 


ned by the attending physician and completely filled in b 


er mit. 


the registror prior to burial, cremation, ar remaval, ond in ony event with} 


re 

co] 

B85 5 tre Tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE is GIVEN IN PART I(o)]19. WAS AUTOPSY 

Sa = b a8} roy, CHT g@isease 1g 

458 3 TREE tj et SPoELSE Sx ae Hi 8b use ¥SELE yes] No fh 

oo8 = | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Port Il of item 18.) 

33° & | OR CONTRIBUTING [1 CAUSE OF DEATH 

3 8 2 & | (F EITHER, NOTIFY MEDICAL EXAMINER) 

355 & |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 

5.2 g 5 Hour a.m. White Not while foctory, street, affice bldg., etc.) ¢ 

32? = pm 19 lot work (] at work ([] { 

eed = 

se = 21. | certify that | attended the deceased from.. May . 5 19% 56, to.. Bo. a “3 19.56. that | last saw the deceased 
<2 F 

Ge é $ alive on. AUG. Ey Be; and that death oecuredkgt ae , from the causes and on the date stated abave. 

= 8 3 ods Appress (Street, city or town, state) DATE SIGNED 

a2 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


6 SEN ATU mo. 100.Professionsal Arts Bldg. 8-31-56 
bPaB PHYSICIAN'S 
& < £ NAME (Type) W4 14 pT. Layman. Me ge: -_Maryiand __________. 
3 3 5 No. sewoya sec Wb. DATE vies Ze. NE OF CEMETERY OR eeres 2a. LOCATION (City, town, of county) (Stote) 
ee i 9=1-56 Rose Hill Cemet oet. Hagerstown Md. 
2 23. Pre DIRECTOR'S SIGNATURE ADDRESS r 'D. BY, REGISTRAR ‘2b. REGIS RAR'S SIGNATUR 4 
VEAts Seott F. Minnich & Son Hagerstown “d. [,éo% | AKL DSS RLS 


well 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 rr §3 1 
8727 CERTIFICATE OF DEATH bbs re 


~ pe 
S. g = Ms 1. PLACE OF DEATH 2 ae ae (Where deceased lived. If institution: Residence before admission) 
f sy. 0 coo" Washington marviano |" Maryland se \W/a 
£ Ba if b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
8 5 - RURAL ond give nearest town) 3 
v SD 5 ape own 2 weeks harpsburg Maryland RFD x 
2 ¢ a aes Gb a (IF not in hospital, give street oddress} d. STREET ADDRESS. e. eg 3 
o eh , Ol é 
2 Washington County Hospital Antietiam Yes (] NOT 
2 = 5 3. NAME OF Fit Middle last 4. Date Month Day Year 
a 85 iyeseripim) Mammie Rebbecca Baker DEATH Aug. 22 19 56 
c ie 
= >. 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE nee IF UNDER 1 YEAR] IF UNDER SES 
at 4 Male Wnite  |woownK)  oworceog | July 19 1884 8 te Keo |] ae y 
3 ae 100. USUAL OSCUPATION Wal) kind et hoe! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 £ ) uring most of working life, even if rat 
328 || sodsewl? Home Antietiam Maryland USA 
3 : 3 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a Se George W. Kretzer Annie Otzelberger 
8 Ser E 
e Ss ze 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 ace (Fes, no. oF unknown) {If yes, give wor or dates of verviea} . 
pee No No None Mr. John Gre Sharpsburg tlaryland 
oa 
g es s 18. CAUSE OF DEATH [Enter onty one couse per line for (0), {b}, and (@).] INTERVAL BETWEEN 
v2 Ofs PART I. DEATH WAS CAUSED BY: pe Li bende 
2 sk “IMMEDIATE CAUSE (0 Pulmenary Embelism i wee 
5 =F x DUE TO ‘ 
cS OS Conditions, if ony, which w_OP eratien fer cataract 2 weeks 
3 3Es gove rise to immediate 
3S Sas couse (0), stoting the under. (| DUE TO 
= g: <i lying cause last. a 
5 is 3 5 - fa Past Ib, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Map] 19. Neacenaete. 
pea e nellitus ~~ 
cease b Diabetes mellitus yes [] No 
2£os2 o 
pe § = 30a ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Il of item 18.) 
z 2 2 £5 © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
2eges & 20. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, | 20F. (City or town) (County) {(Stote) 
= Fs 4 gs 3 Hour a.m. a While Not while factory, street, office bldg., etc.) ,. 
Ese Sie z pom. jot work [[] of work [] H 

cata e 
2255 21, | certify that | attended the deceased from._____ =~ : 19.__..,that | last saw the deceased 
oe<ss olive on____ 8/20/56 19____. 2M, from the causes and on the date stated above. 
#28 8 2 7 DATE SIGNED 
<5Gn | Jactvat 8/23/58 
« pam 5 /] |stcnatur 
si: 
Zsgs5 eect Welter H. Shealy’™M. D. 
Se eS ee ee eee pape eae 
3 BE°°? Tie. Ta aes ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) {(Stote) 

= NV i 

252 ge Hiirait” | Aug. 23-56 | Mt. View Ceneter: Sherpsburg Maryhand 
re FP ff 


3 


Vi) sey fy" ot Pho, REC'D BY REGISTRAR _| 24b. REGISTRARS SIGNATURE 
LTE GL W Wermapeh yd Nien tas Pag Leeson) 


x 


ow 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18. Se 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 
Reg. Dist. No. Doz 


ie 


Poge 4 should tbe, 


2. USUAL RESIDENCE (Where dececsed lived. If Institution: Residence before admission) 
a, a 


1, PLACE OF DEATH 
0, COUNTY 
MARYLAND ary 


WEspbin ore 2 mo 
b. ony of a Shia UH ouhide corporate mit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
ive nearest town} 
Funk stown 64 Yra Funkstown 


d. eet addi d. STREET ADORESS . IS RESIDENCE 
Nel . ON A FARM? 
6 Hig ves) N@ Sd 


Middle DA Dey Year 
Ri ROBERT BALL gus Zz alg 
RACE |?- MARRIEOR{ SE NEVER MARRIED [-]| 8. DATE OF BIRTH , IF UNDER 24 HRS. 
‘ Hi in, 
wiooweo 1] oworceo O] | Mia rch BOs |irees. ee 


T0o, USUAL OCCUPATION {Give Kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 3 


W.uLR k j k USA 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Bernard M. Bal Thalia V, . 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. [17. INFORMANT 
IY, m0, oF unknown) 1 yen, give wor or dates of service) : 
= /| WV 705-10 a Mrge Ole FR. Ba 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {c).] INTERVAL aETWetN 
PART I, DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0) 
ly my DUE TO 
Conditions, if ony, which rs 
gave rise to immediate couse 
(9), stoting the undertying( OVE TO 
couse lost. = ©. 
PART i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Mason 
PI 


yes(] NOX) 


(= 
. XU 


If ony delay is necessory, plecse e: 


e Chief Medical Exominer’s Office along with form PM3. Page 5 moy be retained for your fi 


File pages 1 ond 2 with the registrar prior fo burial, cremation, 


Nem 18. Give Pages 1, 2, ond 3 to the funeral 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature af injury in Port } ar Part Il af item 18.) 
Eee Ter CONTRIBUTING 0 
atch? “SME none 


20c, TIME OF INJURY — Month, Doy, Year 20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 120, (City or town) (County) (State) 
Hour a.m. While Not while foctary, street, office bldg., ete.) } 
pm mone Ww at work [J ot work (C] none ' 5 = a 


21. I certify thot | took chorge of the remoins described obove, held an Autopsy [_], Inspection 6X], Inquiry [[], and find that 
deoth resulted from: Notural couses [x], Accident [], Suicide [], Homicide [], Undetermined couse []. 
ape 
LLL LED. CHIEF MEDICAL EXAMINER [1] 


ASSISTANT MEDICAL EXAMINER [_] 


ae, 
RAME type) 8. Robert Wells, M.D. DEPUTY MEDICAL EXAMINER [JF 8-13-56 


2a. REMOVAL Green ‘2b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (State) 


i} 
uria. 8/14/56 Funkstown Cemete nketown We sh ss 
4 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2b, REGISTRAR'S Si NATURE 
VS. AISME(S) 4 4 
5M 9795 Andrew K, Co : uc h phiete 15,1 FSo\< : 


MEDICAL CERTIFICATION 


DATE SIGNED 


‘©. 


TO FUNERALPSRECTOR: Page 3 should be used os @ burial-tronsit permit. 


cute the cegmmcote, writing the word “pending 


forworde 
or remavol. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 OS? 1 5 a; 
8763 CERTIFICATE OF DEATH ap in 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= COUNTY WASHING TON marian |} °° SA MARYLAND >. COUNTY WA SHTNG TON 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
3 ay 


“BOUNSEORG™” 6 MO. HAGERSTOWN : 


d. Nae OF HOSPITAL (IF got in hospitol, give street address) d. STREET ADDRESS e. eee f 
REEDER NURSING HOME 733 VIRGINIA AVE. YeEL) noe 


3. NAME OF Fi i 4, DATE Y 
aene inst Lost Month Doy eor 


iypecor pant) BESSIE BARGER ban AUGUST 20 19 56 


5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [}f | 8. DATE OF BIRTH 9. AGE (in yeors |JF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) ia 
EMALE WHITE |Winoweo _dworceo 5/25/1881 yrs. eS 


Wa. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of SEWER even if retired) 


OUSEWLFE HOME WEST VIRGINIA U.S.A. 


3. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


WILLIAM DAVID BARGER LAURA BELLE SMITH 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. {17. INFORMANT A AGdares OWN 
‘at we oe | OR MRS. NELLIE SHANK D. 
. 


18. CAUSE OF DEATH [Enter only one couse per lin ). (b), . . eteeray BETWEEN 


PART |. DEATH WAS CAUSED BY: DEATH 
IMMEDIATE CAUSE (o] 


DUE TO 


a 


funeral director, 
Id be filed with 


uy 


" 


Pages 1 and 2 


\ 


Pa 


Then please remave carbon papers. 


Conditions, if ony, which ( 
Qgove rise to immediote 

cotse (0), stoting the under. DUE TO 
lying couse lost, « 


Part Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. ae AUTOPSY 


ERFORMED? 
yess) no) 
200. ACCIDENT WAS UNDERLYING []__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port 11 of item 18.) 
‘OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
(: eam e While Not while foctoty, street, office bldg. etc.) } 
p.m. 19 Jot work [J of work [J ' 


21. 1 certify that | attended the deceased from. AoA 7, IAM, to. ae wR _-, 199 &_,that | lost saw the deceased 
olive on_ ge | ~~» Opd that death occurred ot_f. AM from the causes and on the date stated above, 


ADORESS (Street, city or town, state) DATE SIGNED 


igned by the ottending physician and completely filled in b: 


MEDICAL CERTIFICATION 


detached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, or remaval, ond in any event within 72 haurs after death. 


y the hospital ar attending physician. 


TOR: After this certificate has been 


ad 


PHYSICIAN'S - 2 
NAME (Type! MV i A Yh» 


No. Pues rena EN: ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
WORTED | 8/22/56 | ROSE HILL CEM HAGERSTOWN MD 
Vad DIRECTOR'S SIGNATURE ‘ADDRESS ab. REGISTRAR'S ny ( 
th J qe re) 
Vets! : SWAP, CLO FFA a _. Ao gfore |} 29: cy 4 


may be retain, 
page 3 shoul: 
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TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 §7 16 


Welt 
CERTIFICATE OF DEATH gee in. we, 302 


1 eet reall 3 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
©. 


. STATE iy 
Washington mammano |i Paryland wes hzton 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ura ond give nearest lown) 4 
jp He eeratown 5 Yrs Hagerstown 


d. NAME OF HOSPITAL (If not in hospitol, give street address) | d. STREET ADORESS e. IS RESIDENCE i 


om 


funeral director. 
fould be filed with 


bad 


OR INSTITUTION ON A FARM? * 
102 Cypress St 102 1 ves) N@Gt 
Lost 


3. NAME OF First iddl 4, DATE Me 
NAME OF irs Middle jenth Day 


Crype or prin RUTH DAISY BEARD bam August 14 195 


5. SEX 6. COLOR OR RACE |7. MARRIEQIEIENEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEARI{F UNDER 24 HRS. 
is lost birthdoy) ia, 
Femsle Wh 3 wiboweD [} pvorcco(} | Feby 3 1897 59 ys. 


10a, USUAL OCCUPATION ( kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life. even if retired) 
; Greencastle Pa USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Rebe Jeard Urille Gossard 
e ONCE 


16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 7 
(Yes, no, of unknown) Of yes, give wor or dates of service) -s 2 id. 
No es 2.20-30-840} Karl N, Beard 102 Cypress St Hagerswon 


18, CAUSE OF DEATH [Enter only one couse per line For (0), (b). ond (c}-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONE SOE 
. | IMMEDIATE CAUSE (o! 
4 / DUE TO 
Conditions, if ony, which 
goye rise to immediote 
cotse (0), stoting the under- 
lying couse lost. Coronary Arterosclerosis 4 months 


, Past il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. MROKMEDE 


yes] no] 


Poges 1 ond 


Then pleose remove corbon papers. 
din ony event within 72 hours ofter death. 


iP 


s; Duodena e 


Diabetes We e 
200. ACCIDENT WAS UNDERLYING E]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port IW of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘We. PLACE OF INJURY {Home, farm. 1 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while factory, street, office bldg.. etc.) | 
p.m. 19 lot work [] ot work [} ' 


21. | certify thot | attended the deceased fram Octaber_9., 1946, ta_August..13 19.56,that | last saw the deceased ~ 
alive CR ead aya and that death occurred at_12._ P.M, fram the causes and an the date stated abave. 
. O 


ficote hos been signed by the ottending physicion and completely filled in by 


detached for use as the burial-tronsit permit. 
MEDICAL CERTIFICATION: 


ry the hospi 


ad ADDRESS (Street, city or town, stote) DATE SIGNED 


a AD & OT is... Men DBs SSG a ; 
PHYSICIAN'S, : (| 


NAME (Type) Do 1 MWe MD 


BE 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or abn (Stote) . 
REMOVAL (Specify) e q Ww i 
B e 8/16/56 Rose Hill Geeéter iezerstown W sh ae | 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2A, REGISTRAR'S SIGNATU 
VS A15 (4) re ate ns g 3 
aor ‘ ee d pketcge [7 / 6y4 (a . AD 


the registror prior to burial, cremotion, or remgv6 


moy be reto! 
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he hospital or ottending physician. 
JOR: After this certificote hos been signed by the attending physicion and completely filled in by 


may be retaine 


cy 
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TO FUNERAL D 


ga 
bac 


Then pleose remave carbon papers. 


the registrar prior to burial, cremation, ar remavol, and in ony event within 72 hours after death. 


Pages } ond 2 


permit. 


Metoched far use os the burial-tron: 


poge 3 shauld 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 
79 CERTIFICATE OF DEATH vez om mg RALe 


1. PLACE OF DEATH is bi esc (Where deceased ire If institution: Residence before odmission) 


¢. COUNTY J 0.8 COUNTY 
Washin basalt ™ Maryland Wasraneton 


b, CITY OR TOWN (If outtide corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest town) 


RURAL ‘ond give nearest fawn) 
Yagerstown 6 months Hagerstown 


d. NAME OF HOSPITAL (if nat in hospital, give street address) d. STREET ADDRESS IS RESIDENCE 
OR INSTITUTION 


arlock Convalescent Home 323 licDowell Avenue 
3. DECEASED First . Middle Lost 4, DATE Month 
Une og rend George Washington Benchoff DEATH 


5. SEX $ COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH % ASF gree IE t 

; lost birthday! 
Male White |wivowen q] Divorced [] 9-92-1870 B6 ys. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 


ooing rs of working life, even if retired) 


t. Telegrapher W. M. R. R. Cow Monterey, Pa. U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Washington Jaret Benchoff Hester Brown 


[Noy WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT 
y* ‘0, or unknown} {IF yes, give wor or dots of service] 


12. CITIZEN OF WHAT COUNTRY? 


ichard Huffe 


18, CAUSE OF DEATH [Enter only ane cause per line fas (a), (b). and (¢)-] 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (o} 


DUE TO 


Conditions, if any, which 
gove rise to immediate 
cotse (a), stoting the under 
lying couse lost, 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) }19. tec 


MED? 

yes(] nol] 
200. ACCIDENT WAS $- UNDERLYING O1__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Port It of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 

_—— 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
oortnastn: While _ Not sti foctory, street, office bldg., Fo; 
p.m. jot work [] ot work 
at ey se | attended the decea as ee als 
alive on C.<-€ a 7 
¢ ATE SIGNED 


AL f : 
SGNature_4 .D. ope ae es Caer A LGA. Z.. 
saan ee 
Bo) a ane OEE, 28 E Aad Ly EE OE 


F720. BURIAL, CREMATION, | 2 BURIAL, CREMATION, b. DATE THEREOF | mle NAME THEREOF 2c. N, OF F CEMETERY OR CREX OR CRI TORY “"T7id. LOCATION (City, towg” LOCATION (City, tows, or county) {State) 
REMOVAL (Specify) 
Ruri Hi mete’ Hagerstor Maryland 


‘73. FUNERAL DIRECTOR'S SONATURE 24a. REC'D BY REGISTRAR y ve ISTRAR'S. 
“a 2 


, VITO, PincararAd 


MEDICAL CERTIFICATION 


al 


Lneral director, 
id be filed with 


s 


Pages | and 2 shi 


gned by the attending physician and completely filled in by 
Then please remave carban papers. 


the haspital or attending physician. 


‘OR: After this certificate has been 


‘detached far use os the burial-transit permit. 
the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours after death. 


= 


page 3 shauld 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Poge 4 
may be retain 


TO FUNERAL 0} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (i571 8 
8730 CERTIFICATE OF DEATH ee, Son aS ie 


i An a DEATH 2. USUAL Fedataanse (Where deceased lived. If institution: Residence before odmission) 


en ©. COUNTY i - maruano ||? SE a ARYT, AND b. COUNTY WASHING TON 


le Au 
B. CITY OR TOWN {If outside corporote limits, write 


c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give neorest town) 


¢. LENGTH OF STAY IN Ib 
“RACER STOW" HAGERSTOWN 
~ d. NAME OF HOSPITAL {if not in hospital, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
OWESHPNGTON COUNTY HOSPITAL | CLEVELAND AVE. ves (] NOE 
3. wane Rad First Middle last 4, ae evs Doy Yeor 
ican WALTER LAWRENCE BERRY Sam = AUGUBT 29 19 56 


3. SEX @. COLOR OR RACE |7. MARRIED L] NEVER MARRIED OH [© DATE OF BIRTH AGE Ue yeors PEUNDER 1 VEARLIE UNDER 24 HRS. 
lost burthdo} 
MALE WHITE |wooweog oivorceo [] 11/1/1888 67 bi er ge 


100. ven Sot tee) eice kind f et ens 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retired) CONTRACTOR VIRGINIA A 
eDehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


WALTER H. BERRY SARAH ADAMS 


1] TS AR RECEASED EVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY NO. [17. INFORMANT addres FAGERSTOWN 
an jaknown} (IF yes, give wor or sacvice] 
219-05-2795 MRS. ANGELINE FOUKE MD. 
ae Aa ai = 
18. CAUSE OF DEATH [Enter only one couse per lif Toy Wh (b). oxMic) INTERVAL BE 
PART |. DEATH WAS CAUSED BY: Z| a eC on. oy : 
: IMMEDIATE CAUSE {0} 4 V 
" DUE To > f a aA) 4 gaa 
Conditions, if ony, which © cz = - 7 | ‘ 
gove rise to immediote co, _—_ L / a 
cote (0), stoting the under {| DUE TO ow yy gE: 7 ’ > 
tying couse tost. © has — —— a 
3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTZOTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 119. pt) Cat 
< be ves] No 
= [200. ACCIDENT WAS UNDERLYING [)__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Ii of item 16.) 
& [OR CONTRIBUTING C] CAUSE OF DEATH 
& [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PACE ‘OF INJURY iHome, form, | 20f. {City or town) (County) {Stote) 
a Hour o. m. While Not sie foctory, street, pffice bldg., etc.) | ~ 
Fs p.m. lot work Oot of work —~ 
Sad NJ rs 
21, I certi av! attended th +S baa (g2q = a 1 Aker J tast saw the deceased 
5 
> yh. pet idesth occurred atm_5- AM. om the causes and on the date stated abave, 
Z Z ADDRESS (Street, city oF DATE SIGNEO. 


a ey 4.9. att ll ant ME het / My, Oars MK 


Z2o. BURIAL, CREMATIO of iE DATE Tr THEREOF] 20. NAW 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City. town, or county) 
'BORTAL” Se, ROSE HILL CEM. HAGERSTOWN 
23. sou L AEs spel NATURE ICD, by ee ‘2ab. REGISTRAR'S SIGNATURI 
be {2 © Tb g 
Sf. LE 41He VS GPEAL Pre 1 Piphgc é MBBELAI (PE © 


MARYLAND STATE DEPARTMENT OF HEALTH-~-BALTIMORE, 18 89 1 rt) 
CERTIFICATE OF DEATH sites a tal 


hy i gre le id 2. es perece (Where deceased lived. If institution: Residence before admission) 
y °. °. b. COUNTY i 
\i eehineton MARYLAND Maryland Washington 


be filed 


c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


Hagerstown 


d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 
1150 the Terrace ves CL] NOX) 


neral dire — 
h 


id 


b. CITY OR TOWN (IF m3 Corporote fimits, write | c. LENGTH OF STAY IN Ib 
_— “ RURAL and give nearest town) 
M i own ihre 
( 


A, NAME OF HOSPITAL (If not in hospital, give street oddress) 
Sth R | INSTITUTION 
ashington County Hospital 


4 


Pages } ond 2 sh 


Nae ee First Middle lost 4 cag Month Day Yeor 
(Type or prin) JACOB ABRAHAM BIBERMAN death «= August 26 = 1956 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | &. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
lost birthdoy) Min. 
ry Male White wiooweo [) Divorced [] B9 63 
Pa 10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 3 ) during most of working life, even if retired) 
Pe & 7 Dress compa: Russia U.S.A. 
2 s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8S 5 3 
ee Abraham Biberman Feiga ? 
2 3 o-_—— s WAS oe U.S. ee Joe 16. SOCIAL SECURITY NO. }17, INFORMANT Address 
é ctpatier Ween}. iyenia've wes or ati eae x . 
= no 163-05~0591 | Mrs. Mildred Biberman Hagerstown, Maryland 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c)-] INTERVAL BETWEEN 
a PART t. OEATH WAS CAUSED BY: 
5 IMMEDIATE CAUSE (0) 
e DUE TO 


Conditions, if any, which . 
gove rise to immediote 

cotse (0). stoting the under- 
lying couse lost. {9 


Par Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)] 19. Ba pel Es 


MED? 
yes) no f}——" 
0a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 16.) 
R CONTRIBUTING (] CAUSE OF DEATH 
If EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. White oN sila factory, street, office bidg., al 
p.m. lot work [[} ot work <, 


21. | certify that | attendeg the deceased = ees AS, WSR, to. BJ 2] 19SG. thot | lost saw the deceased 


_..-_. BJ?@_., 19sTe__, and that death occurred at ¥22 Fy, from the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 


Zon 


MEDICAL CERTIFICATION 


After this certificate hos been signed by the attending physicion and completely filled in by 


he haspital ar attending physician. 


alive on______. 


}a burial, cremation, ar remaval, and in any event withi 


O° 


» 


‘detached for use as the burial-transit permit. 


EAGIIAN'S ~~ John He Hornbaker, MeDe 
72d. LOCATION {City, town, of county) (Stote) 


a 

a 

? eo. BURIAL, CREMATION, | 22b. DATE THEREOF S, 

3 aca (Specify) 3 . s 
2 B 256 ontef C Ze2xy Philadelphia Pennsylvania 


23. FUNERAL DIRECTOR'S SIGI a ADDRESS : “d) ECD BY Ri phegns ‘Dab, REGISTPMR'S SIGNAFURE 
sy tg ey a he ye ae, Home z aq 1¥ y 
Hagerstown, Md. DATE veg P ; 


may be retaine: 
page 3 shauld 
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VS AIS (4) 
18M 9/55. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 8 7 2 0) 
Dr.E.Youn, §'732 CERTIFICATE OF DEATH Pe Oe 


+ Mayebil teeta 9 Beh natal (Where deceased lived. If institution: Residence befare He's 
°. °. pee : wr rs 
Washington MARYLAND Maryland °°" Washingt 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If cutside carporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest tawn) x? he R n 
Heacerstown 3 months Hagerstown 


d. NAME OF HOSPITAL {ff not in haspital, give street address) d. STREET ADDRESS » |e. IS RESIDENCE 
Of, PST Tey ON A FARM? 


pi Mees - 
agnington ( Hospital 56 East Antietam St. ves (] NOK] 

Middl 4. DATE 
DECEASED | bale tie ih m Oey oe oat Doy Yer 
eipgteliahll ) ALFRED 3 SLs beatH = =AUgUS Tt 25, 1 56 
AGE (In years. IF UNDER | YEAR} IF UNDER 24 HRS. 


er rthdoy) Min. 
4 ys. 7 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


Truck Driver Cavetown, Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Tyson HE, Brunner Elsie Smith 


. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
" fas, no. of unknown} {IF yen, give wor or dates of service} r 1° 
ilo Sa + Mea Ooab Edie Mrs. Bernedette L. Brunner=56 E.Antie. 


1B. CAUSE OF DEATH [Enter only one cause pac li INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: rere cen 
IMMEDIATE CAUSE {o] 


Sateen SD 
/ : DUE TO h 
Conditions, if any, which v rs ~/ . 


goye rise to immediate 
cose (0), stating the under- 
lying couse lost. 

Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 


ves] No 


lunerol director, 
Nd be filed with 


ig 


24 haurs ofter death’ Poge 4 


in 


Pages 1 and 2 


framed 


e 


Then please remove carbon papers. 


The law requires thot the death certificote be executed withi 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sa 
[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY Home, form, . {City or town) {County} (Slote) 
Hour a.m. While Nat while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [J ot work [] “ 1 


21. | certify ae ipnded the nn Wag eeeaba se, Wey ay Qi 58 1925. thot | last saw the deceased 


alive an____. ., and 4Hat death accurred ay W , tram the causes and on the date stated abave. 


SGwatur [2 Res 13ST Pat St. 


PHYSICIAN'S 
NAME (Type) 


LAN: 


After this certificote has been signed by the attending physician and completely filled in by 
MEDICAL CERTIFICATION 


OF rs SEE aa 


cl 
the hospital or ottending physician. 


OR: 
‘detached for use os the burial-transit permit. 


22d. LOCATION (City, town, or county) (Stote) 


Us ] 
nacerstown, Maryland 
ADDRESS: 240, REC'D BY REGISTRAR Ub, RES STRAR'S SIGNATURE 
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moy be retoii 
TO FUNERAL DO: 
poge 3 should 


< TO HOSPITAL OP ATTENDING PHYSI 


ga 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 68221 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH Sitan tn. ee 


im arate © at 2. USUAL RESIDENCE (Where deceoted lived. If instltution: Residence before odmission) 
a. 


eatetes, meevianed|| CxSTATE, g DeGOWNTY 


b. CITY OR TOWN itt outside corporate fimit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
‘ond give neoreit town) 


Jagerstow hlyrs. Hagerstown 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street addres) d. STREET ADDRESS * pipe aS 
Place 102 Bryan Place yes] NO f@ 
First Middle Lost 4. DATE Month Day 
i114 8 3019 56 
George William Bumbaugh | dam Auge 19 
6. COLOR OR RACE |7- MARRIED NEVER MARRIED oO B. DATE OF BIRTH 9. AGE (in yoo §=LIFUNDER IYEAR| IF UNDER 24 HRS. 


White widoweD[] —_—ovorcep [] Apr. 15, 1880 cies [a | Oa | Rov | ie 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 2. CITIZEN OF WHAT COUNTRY? 
Carlisle, Pae WB 


Rei i 
‘43. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James William Bumbaug Martha Sease 


15, WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. [17 INFORMANT adress 
5 | Pies, 00, oF unknoven} {It yas, give wor or dates of servica) = 7 ‘ “ 
: 220-16-2386 Mrs. W. George Bumbaugh, Hagerstown, Md. 


18. CAUSE OF DEATH [Enter only one couve par line for (0), (). ond (@.] Reare 
PART | DEATH WW ESIATE CAUSE fo Arteriosclerotic coronary heart disease 


DUE TO 


Conditions, if ony, which rs 
gove rise to immediote cause. 

{0}, toting the underlying( OUE TO 
couse last. te) 


PART f1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yia)]19. WAS AUTOPSY 
yes—] NOTe 


20a. EXTERNAL CAUSE WAS 20d. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY LJ or CONTRIBUTING LJ 
CAUSE OF DEATH. none 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1 20f. (Cily of town) {County) (Stote) 
Hour a.m. While Not while feclory, street, office bldg., etc.) | 
p.m. none 19 ot work [7] ot work [] ‘ = 


21, U certify that | took charge of the remains described above, held an Autopsy [], Inspection [3g, Inquiry [], and find that 
death resulted from: Natural causes [ Accident [], Suicide J, Homicide [1], Undetermined couse [7]. 


~ 
ACTUAL a / ober / )xe@l DATE SIGNED 
SIGNATURE. “Oo Mp, CHIEF MEDICAL EXAMINER [] 


ASSISTANT MEDICAL EXAMINER [-] 8-31-56 
rrp S. Robert Wells, M.D. DEPUTY MEDICAL EXAMINER (J 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) 4 
Ruria 9-1-1956 Rose Hill Cemete Hagerstown, Miryland 


RAL DI ntierd es x al Home ADDRESS ‘24a. REC D REGISTRAR 2db. REGISTRAR'S SIGNATURE 
VS. ALSME(5) ated 2 Aap 
gente Hagerstown, Maryland ge 3./9SC| ALG Val 


5M 9/55 , én 


= 


Page 4 shauld be 
burial, cremotian, 


is necessary, please exe 


if 
File poges 1 and 2 with the registrar pri 


Year 


If any delay 


24 haurs after death. 
ive Pages 1, 2, and 3 to the funeral 


Page 5 may be retained far your file: 
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MEDICAL CERTIFICATION 


Chief Medica! Examiner's Office along 
PREGTOR: Page 3 shauid be used as a burial-transit permit, 


ate, writing the ward "‘pending’ 


cute the cer! 
farwarded 


TO DEPUTY MEDICAL EXAMINER: This certi 
TO FUNERAL 
or remaval, 
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eA { \Wauns 
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U3 aug930 


Page 4 shauld be 
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If any delay is necessary, please exe- 
4s 


24 haurs after death. 
. File pages 1 and 2 with the registrar pr 
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VS. AISME(5) 
5M 9/55, 


MARYLAND STATE DEPARTMENT.OF HEALTH—BALTIMORE, 18 = '722 
~ TAebICAL EXAMINER'S CERTIFICATE OF DEATH | ai ad 


1 pg all 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admitsion) 
o. a a + 
Washington marviano || ° SATE Md, » COUN’ Washington 
b. CITY OR TOWN [IF ovhide corporate limit, write RURAL cc. LENGTH OF STAY IN Ib . CITY OR TOWN (IF outside corporote limits, wrile RURAL ond give nearest town) 
ond give neorest town) 
Hagerstom 1 year Hagerstown 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street addres) d. STREET ADDRESS . Se es 
335 W. Washington St. 335 W. Washington St. ves] NoCX 
3. NAME oF : First Middle a 4. Ate Month Day Year 
eppereuern George Childs DEATH 8 26 19 56 


5. SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED LD/&. DATE OF BIRTH - 9. AGE (in yeors | IFUNDER TYEAR! IF UNDER 24 HRS. 
iy le a Months | Days Min, 
male white | wnowen DIVORCED Oct. 23, 1887 68 yr. 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) ° 
sold stae self employed Minnesota A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ob W. Childs Hannah Jewett 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(ea, 10, oF unknown} {IF you, give wor or dates of service) z cpleee 2 
no 214-16-0824 |Howard C Paulin 578 N. Campus Ave., California 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] ES en 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


uy | DUE TO 


Conditions, if ony, which rs 
gove rise to immediote couse 


(0), stoting the underlying( OVE TO 

couse lov, Fore « 
ra PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Map} 19. ccna 
3 yes{] No 
© [200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
& [PRIMARY [} or CONTRIBUTING 2) 
§ | CAUSE OF DEATH. None 
= 
& ]20e. TIME OF INJURY “Month, Day, Yeor 120d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (tote) 
ray Hour 9. m. While Not while factory, street, office bldg., etc.) | 
= pom. pone ot work [7] at work [7] none ' =; i = 


21. | certify thot | tack charge of the remains described above, held an Autapsy [_], Inspectian KJ, Inquiry C2. and find that 
death resulted fram: Natural causes [3q, Accident [1], Suicide [], Homicide (1, Undetermined cause [[]. 


ACTUAL uf f Cee om y: A? O€ 74 DATE SIGNED 
Sonera 2, (Core 2 .p, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER 
EXAMINER'S oO 8-29-56 
NAME (Type) S. Robe Wells. MeD DEPUTY MEDICAL EXAMINER [3 
Tia. poe 2c. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county) (Stote) 
rial 9-5-56 Bellevue Ontario California 
23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2to, PEC’ BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


red W. Kraiss Hagerstown, Md. eo K | F AW POILEE Chg 


Id be filed with 


Poges | and 2 


rbon papers. 
death. 


Then please rei 


‘OR: After this certificate has been signed by the ottending physician ond campletely filled in by 


y the hospital ar attending physician. 
detached for use os the burial-transit permit. 


the registrar prior to burial, cremation, ar removal, and in any event within 72/haurs 


moy be retai 
page 3 shaul 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after death: Page 4 
TO FUNERAL 


et 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 687 23 


8735 CERTIFICATE OF DEATH pti = 


* Wee {Where deceased lived. If inslitution: Residence before odmission) 
°. tb. COUNTY vy 
Pa. Adams ‘/ A 
c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


1, PLACE OF DEATH 
3. COUNTY 


Washington MARYLAND 


b. CITY OR TOWN (If outside corporate timits, write | ¢. LENGTH OF STAY IN Ib. 
3 Weeks 


[RURAL ond give nearest town) 


05 Hagerstown Rural, Blue Ridge Summit Pa. 
#: ATOR. wo (Hf not in hospitol, give street oddrest) d. STREET ADDRESS. e. eed 
Washington Coun Hospita _Fairfield P 1 ves No] 
3. NAME OF First Middle lost 4. DATE Month Doy Year 
DECEASED OF 
(Type or print) Viola Louise Creager DEATH August 10 jp» 56 


5. SEX 6. COLOR OR RACE |7. MARRIED [SE NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] 1 UNDER 24 HRS, 
last birthdoy} [Months Hours Min. 
Female White wiboweD []} oivorceo [] ab 9, 1929 2 yes. 
Oa. USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
(| “House Wife Liberty Township, Adams Cb. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Henry Houck Sarah Forney 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT * Address 
{> | tes. 0. oF unknown) I yes, give war oF dotes of tervice) “é “a 
No UV tw H tgs Fairfield Pa., #1 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), and (<).] INTERVAL BETWeR? 
EATH 


PART |, DEATH WAS CAUSED BY: 
¢ IMMEDIATE CAUSE (a) 


Kid itd ¢ DUE TO 


Conditions, if ony, which 0) 


gove rise to immediate 


cause (0), stating the under. ( DUE TO 

lying couse lost. fe 
é Paar {l OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1/19. WAS AUTOPSY 
= 
s yes] Nok] 
= ] 200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Yer ]20d. INJURY OCCURRED | 2e. PLACE OF INJURY (Home. farm, | 20f. (City or town) (County) (State) 
= Heer "ona White Nodeaita factory, street, office bldg., etc.) ! 
= p.m. 19 Jat work [] ot werk [7] 1 


21. certify that | attended the deceased from_____6e25-...... IGG-, to._B=10_. _., 1OH_.,thot | last saw the deceased 
alive on__Q=1Q 19GB, and that death occurred co: O00 P_M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


wo. ..Hagerstown, Mids. 


ACTUAL 
SIGNATURI . A 


Rami tyes Dalton le iD oe epet stows aRdp 2 Af on al 


We. CUE aller ‘Zc. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) {Stote) 
g 6 Harbau s Smithsburg, Franklin Pa., #2 
73. FUNERAL DIRECTOR'S SIGNATURE 2 Py i oe 
lg - e 
f Ug hee: : a bh At oh ble ¢ Ge q G4 ah Co Xe 


oA Vans 


6 Si on, 


Orso x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) Sv 24 
Item 20 Film G202 8=24=56 ems { 


- CERTIFICATE OF DEATH Reg. Dist. No. 20) em 


Cl 


- ve awets 
S 3 5 i Miao eee | 2 Sees rence (Where deceased lived. If institution: Residence before admission) 
o °¢ °. o, COUN’ 
= ee Washington mamnano || “Maryland Washington 
£ Be b. CITY OR TOWN (If outside corporote limits, wri ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 32 _ RURAL ond give neorest town) 
232 agerstown days Rural Hagerstown 
2 d. NAME OF HOSPITAL [If not in hospital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
6 OR INSTITUTION ON A FARM? 
ES Washington Co, Hospital Chewsville ves] No 
ES 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
3 (ype or print) SIMON PETER ECCARD DEATH August 5 19 56 
o 
o 
2 


5. SEX 6. COLOR OR RACE |7. saRRiED LRNEVER MARRIED [7] | &. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HPS. 
lost birthday} Dey Min. 
male white |woowe —_ ovorciot) | October 12,1885 70" ym. EeRA 


be 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ey = / during most of working life, even if retired) 
bas ‘| Retired Merchant General Mise. Frederick Co. Ma. U5 As 
8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
S Simon P, Eccard Effie Shuff 
8 a WAS 22 eS? seat \aybeteele 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
I (Yen #0. of unknown) IIE yes, give wor of dates of service) 
i | no none Mrs.S.P.Eccard, Chewsville, Md. 
8 18. CAUSE OF DEATH [Enter only one couse per fing for (a), (6), ond (c}. INTERVAL BETWEEN 
4 PART 1. DEATH pie ciieel BY; ‘¢ / . : CE PT Py Bent z 
a IMMEDIATE CAUSE (0! E L = panty 
= 10.2.0 DUE TO 4 2 G7] Ys ‘ 
Conditions, if any, which 0 sa . Lf 
gove rise to immediote / 


couse (0), stoting the under. ( OUE TO 


SIS at | last saw the deceased! 


R: After this certificate hos been signed by the cttending physician and completely fill: 


s lying couse lost. {c) 

3 3 Parr Nl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o)]19. WAS AUTOPSY 

FS 42 35: aL PERFORME 

zs 9 

2 = Se pe claeh rans t UNDERLYING E’ 7 20b. PESCRGE HOW INJURY OCCURRED. (Enter noture of injury in Port Lor Port WI of item 18.) 

3 = AI n par 

= 3 |G cite NOTIY MEDICAL ECUAINER) Fell fron chair from no apparent reason. 

s 2 

3 & |20c. TIME OF INJURY” Month, Day, Year [20d. INJURY OCCURRED >) [20e. PLACE OF INJURY (Home, farm, | 20f. [City or town} (County) (Stote) 
4 Y] 

6 3 Hour 0. i. While Not while foctory, street, office bldg., ete.) ! ¢ 

= 2 Pom, 19 fot work [] ot work I Ve Homg7 | ChAwsvjlle 47 Md 

= 

°° 

2 

° 

£ 


ie} 


poge 3 should De detached far use os the burial-tronsit permit. 


6 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 h 


the reglstror prior to burial, cremation, or removal, and in ony event within 72 hi 


ez {[ £135 _N. Potpmac_ St. Hagerstown, Md, 
£3 ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Ss Bursa Aug,8,1956 | Mt.Bethe Np.Garfield ,Fred,Co.Md, 
= fe a 9 Re SLE ADORESS 2do, REC'D BY REGISTRAR | 24h REGISTRAR'S SIGNATURE 
z Bee hated Wi 
Ye \n ne LOE at Bittle ersville, Ma. |whPTLUPSCOLALHF I ecoUy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08725 
8737 CERTIFICATE OF DEATH soaps, 508 


1, PLACE ala <4 Meeatree ees {Where deceased lived. If institution: Residence before admission} 
* COUN" _Washington marnano || °° SAT Vor] and ». COUNTY Washington 


b, CITY OR TOWN {If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) Ms 
Hagerstown 1 week Hagerstown 


d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
| OR INSTITUTION ON A FARM? 


lashineton County Hospital 900 Concord Street ves] No 

3. Daa First Middle fost 4 bide Month Da; Yeor 
tresnend 4. COHN SCOTT EICHEIBERGER | Sam August 19 4556 

5. SEX 6. COLOR OR RACE |7. MARRIEDJE] NEVER MARRIED [] | 8. DATE OF BIRTH %. AGE (In peor IF UNDER 1 YEAR|IF UNDER 24 HRS, 
Male White wibowe [J ovorceo | December , 1876 | Tg 


yrs. 


109. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) , i S A 
X{_Yard conductor Railroad Hagerstown, Maryland U.S Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Eichelberger Louise ? 
° Hf WAS. Pio: wear U.S. ea Ore 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
fas, no. oF Unknown) ive wor or service) " 
I )f no Te 705-10=7l1) | Mrs. Maude Eichelberger Hagerstown, Maryland 
A 
a 


18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), ond (J INTERVAL BETWEEN. 


PART |, DEATH WAS CAUSED BY: ONE ACen 
IMMEDIATE CAUSE (o] 


DUE TO 
Conditions, if ony, which (o) 
gove rise to immediote 
cotse (0), stoting the under. ( OUETO 
lying couse lost. fc) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TQ DEATH BUT NOT RELATED TO THE TERMINAL DISGASE Ci ITGON Gl RT 10) 19. WAS AUTOPSY 
<Speratton=-Appendectouy, Augyl4, Lose ee 


al 


nerg! directar, 


gnd.2 shobld be filed with 


- 


Then please remove carban papers. Pages 1 


Bopend & gangrenous-post-opera = 

0a. ACCIDENT WAS_UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | o Port Il of item 18.) 
OR CONTRIBUTING CT) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) {Stote) 
Hour 0. m. While Not white foctory, street, office bldg., etc.) ! 
P.m. 19 Jot work [1] ot work 1 


21. | certify that | attended the deceased from AUS» 14, 19 56 te ARBs 29..., 19.26 that | last saw the deceased 
alive on__AUBa- BG... and that death occurred gl. 8. 08-", from the causes and on the date stated above. 
° 


© ADDRESS (Sirect, city or town, stote) DATE SIGNED 


After this certificate has been signed by the attending physician and campletely filled in by 
MEDICAL CERTIFICATION 


he haspital ar attending physician. 


‘oe 


page 3 shauld be detached far use os the burial-transit permit. 


n0.100.Professionel Arts-Bldg,----8-20-56 
Nancives William T, Layman, M.D Hage 
P* enor ch | DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Burial 6/2 956 Rest Haven Cemete Hagerstown Maryland 


Bur 
23 FUNERAL DIRECTOR'S SIGNATURE RESS. 4 2da. REC'D BY REGISTRAR j 24b, REGJSTRAR'S SIGNATURE 
siver-nouzer runeral Home algerstown, Mde £2 Z TZ 
[hs Fanhlr, TE vag S4EULD ed 3 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs after death. 
~ 


may be reta 
TO FUNERAL 
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If ony delay is negessary, please exe- 


Item 18. Give Pages 1, 2, ond 3 to the funeral direct 
ge 5 may be retoined for your files. 


File pages 1 ond 2 with the registrar prior 


-tronsit permit. 
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Chief Medicol Exominer’s Office olong with farm PM3. Pa: 


fe, writing the word “pend! 


TO DEPUTY eo. EXAM! 


cute the cer 


forwarded t 
TO FUNERAL DIRECTOR: Page 3 should be used os © burial 


or removol. 


VS. AISME(5) 
5M 9755 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08226 
8764 MEDICAL EXAMINER’S CERTIFICATE OF DEATH nate male’ 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COU! 
Washington marvuano |] ° STATE = Maryland &. COUNTY 
b. CITY OR TOWN {It outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


ond give neared town) q 
“Sharpsburg, Md. few_min Baltimore 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospito!, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
Highway Sharpsburg Pike,& . 1802-B. 32nd Street VST) Now) 
3. NAME OF int : j tow 4 DATE Month _ Doy Year 
‘ippe or pret) Lawrence Exline DEATH A UG. /9 19 


5 SEX 6. COLOR OR RACE |7- MARRIED [-) NEVER MARRIED [Bf] 8. DATE OF @IRTH 9. AGE tayeon | IFUNDER TYEAR] IF UNDER 24 HES, 
Min. 
Male White |wioweog] _oivorcen Dec. 7,1922 ne ee] or | | i, 


10a. USUAL Cae cttak kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
diving wiosnotnerttigpstiaberen keto USA 
Service Man C. & P Telephone Grafton W. Va. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Arthur D. Exline Wille Canfield 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT Address 
(Yes, no, of unknown) if yes, give wor or dates of service} 
Wore 26-4684 — Mre p Exline - Sharpeburg, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 
4MMEDIATE CAUSE (0) 
} DUE TO 
Conditions, if ony, which ro) Fractured Skull & shock 2 min 
gove rise to immediote couse 
(0), stoting the underlying( DUE TO 
couse lost. (e. 


PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) }19. ii) bg 
‘Ol 


none yves(] NOE 
20a. EXTE! L CAUSE WAS co 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
CAUSE OF DEAT OTN Motorcycle Accident 


0c. TIME OF INJURY Month, Dey, Yeor 20d. INJURY OCCURRED 1200. PLACE OF INJURY (Home, form, 1 20. (Cily or town) aa = 
Not while factory, street, office bldg. 


4 i Whil i 
100 gon, Auge 18156 [or woe[] orwort ighwe: Sharpsburg Wa eh Md. 
21. | certify thot | took chorge of the remoins described above, held an Autopsy [_], Inspection J], Inquiry [-], ond find that 
deoth resulted from: Notural couses [], Accident [ji], Suicide [1], Homicide [], Undetermined couse [}. 


-o 
Bat US, WY, or Ww L200, DATE SIGHED 
tiitim SU Lbs” Lo.o0l, _ map, CHIEF MEDICAL EXAMINER [J 
ASSISTANT MEDICAL EXAMINER a] 


Rane Weel S. Robert Wells, MD. DEPUTY MEDICAL EXAMINER 8-20-56 


720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
ee Pee 


MEDICAL CERTIFICATION 


Md 
{2a REC'D 8Y REGISTRAR 


vate (2x tL 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 t 
08427 
8765 CERTIFICATE OF DEATH 


Reg. Dist. No. 
us ae ia A = io | igs rs oe (Whare deceased lived. If institution: Residence before admission) 
os: b. COUNTY 
ae hearer, oe Hiei 
oft Jimi i ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


FPRD if any, which Yet y AthAprltr 3 sh ne Araryt 


gave rise ta immediote 
cause (a), stoting the under: DUE TO 


lying couse last. ©) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. Was -aurorsy 
yes no fQ 


~ 
oe 
o 
« 
£ 
& 
° ; Rnontts 221 
3 d. NAME OF HOSPITAL IF not in hospital, g 7 A /SPREET ADDRESS ©. IS RESIDENCE 
rf OR JNSTITYTION . # ‘ ON A FARM? 
= A Ams bni of 1 5 ves] No 
3 uo. 5 
3. NAME OF jt Middl Lost 4. DATE Sin ¥ 
z NAME OF ise r jonth Day cor 
a a oF print) efchor SEaTH Ze: =O 
¢ 
& 6. Ds OR " E ] 7. MARRIED [} NEVER eS ore. an OF BIRTH 9. AGE (in fpors [IF UNDER TVEAR IFFUNDER 24 HRS. 
re lost og hs Months] Doys Min. 
3 " den, a) WIDOWED [J oivorceo [} la) 
2 6 os USUAL OCCUPATION Give tna work done] 10b-KIND OF BUSINESS OR INDUSTPY 7 bieraPiAde fate oF foreign oy 12, CITIZEN OF WHAT COUNTRY? 
5 
2 i during most of g life, everyif retired) Be 
by S TONEY & FANG 2 g 1S (d.. 
3 3 14. MOTHER'S MAIDEN NAME 
ts iy Pere 
8 g rae Pant L\ me z f} 
= 8 _—_|is- was mie IN U, S. ARMED FORCES? |16, sare SECURITY NO. } V 
= 5 Ns Ro, oF unknown} ITF yes, ois ae wor or doles of service} b yg $047 5 
2 8 Ip Li ONL) Mk APA. yrOVCl— @ ne achat Ly 
8 8 'T1B. CAUSE OF DEATH [Enter only one covse per lipe for (0), (b), ond (c)] INTERYAL seTWeen 2 
* ¢e PARTI. DEATH WAS CAUSED BY: [hry Lg. iv, f Z - 
2 < IMMEDIATE CAUSE (0} Mind Me 
ned = 
° 
= 
3 
5 
vr 
= 
3 
Bf 
o 
z 
= 


20a, ACCIDENT WAS UNDERLYING Ache 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tar Port Il of item 1B.) 


jen ing physician. 


OR CONTRIBUTING [J CAUSE OF 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


‘detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 haurs after death. 


Ps 
x 
2 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm. 120. (Cty or town) (County) {Stote) 
Ani, Hour a. 7. While Not wile factory, street, office bldg., apt 
= s p.m, Jat work [] at es 
@ = . wii 
23 21. 1 certii Labi attended the decea: from ps g WA 8, to. Li g 2, 19.5.€2,that | last saw the deceased 
Be alive on. ae that an occurred at._7_=4i-ff, fram the causes and on the date stated above. 
= — (Street, city ar town, stoty) DA) wns 
< ACTUAL Mh Wy); 
Cf&ar er, Fi 
2558 PHYSICIAN'S { 
Sexe NAME (Type) LY LL alas ee ee oe eee See Be 
SiZo 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY, OR CREMATQ 72d. LOCATION (City, town, ar county) {Stat 
E528 4 fs MA, 4 Ad ; " 
e528 E: a a US| Cedar My reencastfe 1th 
er Fr 23, FUNERAL DIRECTOR" Sood RE " 7 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE EN 
VS A15 (4) ¥ "4 4 
Baws bare, Gb a. Ane G. fo i 


a 
1 «= MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ’ 8 
F 9 6872 
is = 738 CERTIFICATE OF DEATH alta SOL 
sé 
= = g ‘4 > 1). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
bares rk 0, COUNTY SS ae 0. STATE b. COUNTY 
S232 4 NAS IN GTA Yi A LAA (VAS HIN Geta AN 
. 3 > 2 b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
s oq RURAL ond give nearest town) 
Bey g |e AG.RRSTO Wa eS OWN 
2 - |AME OF HOSPITAL {If not in hospitol, give street d. STREET ADDRESS e. IS RESIDENCE + 
“ 2 = INSTITUTION eel FARM? / 
ta! Q (a 2 > 2 & a YES NO 
y a 2 7. ic a Fine ida lo! - 4 DATE. a 
i ; 
Bae Ba iddle "1 [ Da Month Day Yeor 
36 Cree cr erie NAR CRS OLA ORR ISST oun AuCusT _ —a3-__19 £6 
& p. SEX 6. COLOR OR RACE |7. MARRIED fy] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= ‘ lost bitthdoy) [Months] Days | Hours Min. 
a. ENALS Nid =, | WIDOWED [-] Divorced (] MAX ~2-([8%€? 167-S-af | ~ — 
a. Wo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
23 j| during most of working life, even if retired) 
ae ‘| house \ N me Swrtt#S Bue NASH. Co-IMD. USA 
Sis 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
es 
8° 2 J 
ve Aosk PH ri ie APER 
=] 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E Tes, no. of unknown) {HY yen, give wor or dotes of rervice! 
fa 4 
as No NONE INE £ st oRgic ere! ov fN 
Sg 1B. CAUSE OF DEATH [Enter anly ane couse per line for (0). (b), ond (c)-] ENTERVAL BETWEEN! 
ay PART |. DEATH WAS CAUSED BY: a E a 4! 
$=— Reo aL wn fter Henn Stites td pe Olan Jee urtek 
= DUE TO 
( 
> 
= 
° 


Conditions, if any, which ) 
gave rise to Immediote 


cove {a), stating the under- 
lying couse lost, to. 


Part il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(c)|/19. WAS AUTOPSY 


PERFORMED? 
ves—] Not] 
200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I ar Por! Il of item 1B} 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
Hour a.m. While Not white foctory, street, affice bldg., etc.) | 
pom. 19 lot work [1] ot work [J 1 


21, | certify that | attended the deceased fram.________. &] 28, 1986, to LIZ, 19 FB that | last saw the deceased 


alive on__________. 23 og) i omcrepee) and that death occurred at 6350 Ay, from the causes and an the date stated abave. 
JS ADDRESS (Street, city or town, state) ATE SIGNED 


o bu SAH ob tel 24)IC 


OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death. Poge 4 


+ 


After this certificote hos been signed by the attending physicion ond completely filled in by 
MEDICAL CERTIFICATION 


the haspitol or attending physicion. 


OR: 


detached for use as the burial-tronsit perm 


the registrar prior ta buyriol, cremation, or removal, ond i 


ACTUAL 
SIGNATURI 


ys feed 
Z2a8 PHYSICIAN'S 
Zeg2 NAME (Type) as 
Pa dod io. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (State) 
g a2 $ REMOVAL (Specify) A = a ws 
Stat Baia Ai 2 oIISoll i PAN CEMETER NNODLETown Keo. Co. MD 
eo 23, FUNERAL DIRECTOR'S SIGNATURE ax Ya JREC'D BY REGISTRAR | 24, REGISTRAR’S SIGNATURE 
VS AIS (4} Q ‘ y, AE oh V 
Vem dss) DAS I IERAC TYOME OG Born NID le PZ AKELD LEA I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ ; 
S766 CERTIFICATE OF DEATH av mat @29 / 


qi. eee os a Le joe aaehte (Where deceosed lived. If institution: Residence before admission) 
*: Washington MARYLAND |] °° Maryland °° Washington 


a) b. ee eS (it poe eo corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) 
Suis obechea Towel 
A at isms part "a RFD #1 O yrs. Williamsport Maryland RFD #1 


a Oe eerie HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS 
OR INST! 


Williamsport Maryland RFD # W; 


a pers ‘0 First Middle s Be 
(lype oF print) George William Fowler 


5. SEX 6. COLOR OR RACE | 7. MARRIED. K) NEVER MARRIED. 1B B. DATE OF BIRTH 9. AGE (In ais IF UNDER | YEAR) IF UNDER 24 HRS. 
lost birthdey) [Months Hours. Min 
Male White |woowot ovoreo] | Feb, 11 1876 21 xs 


és ee OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR tt 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


oa 


ineral director, 


Pages } and 2 should be filed with 


eo ores lile, even if retired) Sirk Downsbille Ma Dist. USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Noah Fowler Mary oe 


ich WAS cee EyERS U.S. ss hit ysicay r . |17, INFORMANT W 4: 
ane or ee (Hise oir Sd % 
ie Ye re... Viola Bevete AbD gysport Maryland 


18. CAUSE OF DEATH [Enter only one cause p 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o! 


of DUE TO 
Conditions, if any, ct (b} 


mave carbon papers. 
rs after death. 


Then pleas 


gove rise to immediate 
cotse (a), stoting the under- (| OVE TO 
€ 


lying couse lost. 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. RS a 


MED? 
: yes) no] 
20s. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 1B.) 
R CONTRIBUTING CJ] CAUSE OF DEATH 
 EVTHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED PLACE OF INJURY (Home, form. 1 20F, (Cty or town) (County) (Grote) 
Hour a. m. While _ Not while a focepagcth Sree cae ee, 
pom. jot work [7] ot work [J EE: A: 


a7 Loft 
deceased fram. Ff Se FS, ee tt ne AJC, 19..__.that | last saw the deceased 


le Ts al D2 ;-+ anf that déath occurred at30 CEM, fram the causes and an i) stated abave. 


DA ; pee (Street, city es , Dates 
p _ 4 CL 
21 Leal auis 
i ¢ 


Mo. BURIAL, CREMATIOI Le Fa. DATE THEREOW” | Zac NAME OF CEMETERY OR CREMATORY SCY. THEREOF” zac. NAME OF CEMETERY OR CREMATORY Zid. LOGATION (City. town, or a 
Barras WR at -56 | St. Pauls oe estern Pike AG 
Beal D RAruRE 6D rego by eed ‘db, REGISTRAR'S SIGNATURI é 
ORE SIE, ZL 0 apeed 2o. GaTeARS ONATURE CH 
DOU IGE Piece A Sl Pe, Er, 


ate has been signed by the attending physician and campletely filled in by 


e burial-transit permit. 


MEDICAL CERTIFICATION 


the hospital ar attending physician. 


etached far use as 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 


OR: After this certi 


+ 


may be retain: 
TO FUNERAL D! 
page 3 shauld 
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MARYLAND STATE DEPARTMENT OF ci laiaiieaaiaatauaes 2.W.D? Bow d 30 
CERTIFICATE OF DEATH 


oe ete Reg. Dist. No. (4-35 
iS 3 =z 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o 38 k. COUNTY 
BY 32 W shington MASONS ee ary and Washington 
SES. . b. City OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib €. CITY OR TOWN {If ounide corporote limits, write RURAL ond give neareit town) 
g 5 3 RURAL ond give neorest town) r a 
= 52 mh 1K Has mR? 3 Yrs Hagerstown R # 6 x 
= ot, d. NAME OF HOSPITAL {If not in mer give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE , 
°° ane OR INSTITUTION % ON A FARM? _/ 
ao Gateway Conv. Home Vaugansville ves] No OT 
£5 3. NAME OF Fist Middle Lost 4. DATE Month Doy Year 
3 DECEASED | M OF af : 
23 rie gt) MARY ELLE GELTMAGHER | 4" August 12 1956 19 
o 
e 


5, SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED oO 8. DATE OF BIRTH t 2 RSE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
TW) ramon Gn. 
hite |wwowepy ovorceog | Feby 19 1880 yrs. 
2 UAL OCCUPATION {Gi ind of work done| 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ eure most of working life, even if retired) 4 . 
Housewife Own Home Welsh Run Pa USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Abreham Keadie Kate Hose 


15. WAS. DECEASED EVER IN U.S. ARMED Feaces? 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yes, 9, of unknown) (it yes, give war ar dates of vervice} ? . 
No Ee George H. Keadle Hagerstown jid, R46 


18. CAUSE OF DEATH [Enter only one couse per fi ie (o), RUBE Sys LLié q INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Z\ SC Z " UN ag 
IMMEDIATE CAUSE (o} Va Laine Jlne47 


Then pleose remove corbon popers. 


in any event within 72 hours ofter deoth. 


‘OR: After this certificate has been signed by the attending physician ond completely 


__ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours 


DUE TO 
oe ions, if ony, which 1 
E gaye rise to immediote 
& — cote (0), stoting the under. (| OVE TO 
€ + lying couse lost. tc} 
236 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I[o]|19. WAS AUTOPSY 
> ae i 
as08 15 yes] No — 
2538 © [20a, ACCIDENT WAS. S UNDERLYING C] |] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Por Il of tem TB) 
BS = & | OR CONTRIBUTING CI CAUSE OF DEATH 
Sees & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
SESS & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY IHome, form, | 20f. (City or town) (Count) Stote] 
ie! ( y) (Stote) 
528s rat Hour a.m, While Not hile foctory, street, office bldg. etc. J 1 
3§ = p.m. jot work [[] of work 
S.8h 
sin = 21. 0 certify that | ys pgp from._& fl a 2 & that | last saw the deceased 
33 ae 
ie $3 olive on. f7-—~ eA, We -- and thot deoth occurred at___._____.M, from the causes ond on the dote stoted obove. 
z£ 
=O3 ADORESS (Steeet, city or town, stote) ZL DSTE SIGNED 
ao 5 ACTUAL /] AS ee es or - 
5 4 SIGNATURE__4f/ ro A ra Sy 4A Soh ata ema Mie Las. 
a p 
ere 7 ? s 
a Z 38 neg as “ SSE 
a? ge Be Ro. saa, "ION. | i. DATE THEREOF] zac. NA DATE THEREOF Ze. NAME OF CEMETERY OR CREMAYC re RY | 224. LOCATION {Ciy, towe (City, town, or county) (Stote) 
aS Ot specify’ : " 
eo ae Buria Punkard Ce 02.0 ding Wash Co Mg 
‘ N 23. FUNERAL DIRECTOR'S GRATIN 24a. =2 ey Tr ab, REGISTRAR'S SIGNATURE 
S AIS (4) \ 4 
3M 97/55 \ \ DATE Cheney (52 FG. ae YK Zrk hp 


i 78 A AVaNNG 


} gcet OF Diy 


Oars 


=a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 We) :, Weeks 
8739 CERTIFICATE OF DEATH sade ave 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] YATE OF BIRTH 9. paennuss IF UNDER | YEAR| IF UNDER 24 HRS. 
Female wh - wivowep J] Divorced [] ct.6,1873 82 yes. ey : 


a : 

zi 3 3 h ba ts ol ad cb Ce (Where deceased lived. If institution: Residence befare admission) 

Ss 8 é 2. CO a. b. COUNTY, 

orate > WAghine ton Abe Maryland Washing 

=.) Gp, 7 Ri b. CITY OR TOWN (If outside carporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If cutside corporate limits, write RURAL and give nearest town) 

gs g RURAL ond give nearest town) 

SE Hace 5_itin. Hagerstown 

ag . . Rp uate (if d. STREET ADDRESS e. San ee 

3 Ky ec 

tons Wash 51 East Ervin Ave ves] NoCy 

2 6 3. NAME OF First Middle fost 4. DATE Month Day Year 

as, Cpe oF penn Leha Marzali G2 Bean A 6 
A or prin lar ze 3 “ 

& 23 ype or p Mar zalia enn ugust 19, _19 56 

= 22 

Ea 

3 

3 

A 

g 

2 

oe 

° 

a 

2 

° 


a 100. USUAL OCCUPATION (Give kind of wark done] 106, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g , during mast of working Hite. ‘even if retired) = . 

louse Wif- Own Home Chewsville, Mad, U.S 

8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

°° I vi . 

o “y 4 oy 

2c\ & John  Giupie Margaret Rhodenizer 

° ee “al 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

n | bien noon unknown) (if yes, give wor or dates of service) we 

£ No Se None rg Ime Botti E Irvin e 

8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (c}-] nageret INTERVAL BETWEEN 

3. PART |. DEATH WAS CAUSED BY: 7b ; ONSET AND DEA] 

5 IMMEDIATE CAUSE (a] fA ns 2) 
= DUE TO f 


Conditions, if any, which 
gaye rise to immedicte 
catse (a), stating the under. ( OVE TO 
lying cause lost. 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL Res CONDITION: VEN IN PART 1(0) 19. Nese ica 
S . es / 3 3 : 2 
eee nS chins ese » V Gosule gu. ves ENO TH 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port Il of Wem 16.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Tce Riaes ie SSIRICI 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (Stote) 
Hour 0. m. While Not while foctaty, street, office bldg., etc.) | 
p.m. 19 jot work [7] of work H 


21. 1 certify that | attended the deceased from AUG) 65_, 19.26 to. IAP QBthat | last saw the deceased 


olive on August 19, wo, and. that death occurred at. M, from the causes and on the date stated above. 


n ) NH \Wo« ADDRESS (Street, city or town, stote) DATE SIGNED 
SeNAe SROs » tbe Potomac Ste, 8/20/56 


s certificate hos been signed by the ottending physicion ond completely filled in by, 


use as the buriol-tronsit permit. 


MEDICAL CERTIFICATION 


detoched for 
the registror prior to buriol, cremotion, or removal, ond in ony event within 72 hours ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth cert 


sae tintines Howard N. Weeks, M.D agerstown, Maryland 
2 Fe 2 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Stote) 
p28 Be cak | B/osJne yr eee Funketown Wash. Co lq 
4 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2da. REC'D BY REGISTRAR ‘Zab. REGISTRARS SIGNATURE 
vs Als 0 Andrew K. Coffman Hagerstown hitit, 4. $d Spt df FIP COA 


ay 
| 


FOR BINDING 
. Supply every item of information careliflty) 


: please write the causes of death clearly and legibly 


MARGIN RESEF 


¢@ 


PLEASE WRITE PLAINLY, WITH UNFADING INK 


VS. AL5A 


Whe correct age 


l 


Ee 


is especially important. Physicians. 


08432 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH 


8768 FOR MEDICAL EXAMINERS Wig. Disabled 
1 PLACE OF DEATH: Mecitire as t.. a | ne RESIDENCE (HOME) OF DECEASED- as 
VWashingten MARYLAND Maryland Washingt 
on St outside isfowsh 4 limite, write RURAL and | LENGTH ea STA eas (It outside corporate limits, write RURAL and give nearest town) 
swanesre ore) Haneeek pecan ie Town _ Rural Hagerstewn 
HOSPITEL-OR a STREET (if rural, give location) 
STREET ADDRESs Highway Reute 40 ADDRESS R,F.De2 Haperstewn : 
3 NAME OF oF (Firat) (Middiey (Last) | 4 DATE (Month) (Day) (Year) 
(Type or Priot) Jehn Cubtis Greve DeatH 8 4 56 9 
SEX 6. COLOR OR RACE | 7. SINGLE, MARRIBD, &. DATE OF BIRTH 9. AGE last birthday | Uf under 1 year funder 2¢ bra 
Male We Wap eriree | 1161-1919 56 pellet pestle 
4 as wpe OCCU RAE Kies ina of work] 10b. Kino of Business on » BIRTHPLACE (State or foreign country) | 1, ae or Waat 
reek ane Weck dL’ vent retired) | INQUEST Cra ft ashingten Mé The 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 
bia ge - 
ee Was & Hi |. ARMED Eph 16. Soctan Security No. 17. INFORMANT AND ADDRESS 
Se Greg [dies ive war or datenot | 590_09.7293 Mrs Cera V Greve Rural 2 Hagerstewn “a. 
18. MEDICAL CERTIFICATION 
INTBAVAL Botween| 
1. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONsET AND DEATE 


Immediate cause ‘ Lesa tenet. Shee See Et LES ae | 
Antecedent cause(a) Waals wep Aialivess Deeoer 


iseases or conditions, If any, — (D)..-scscessnn. 
giviog ia. to the above cause 


2t, EXTERN CAUSE WAS PLACE (Home, farm, factory, street, 
PRIMARY £70r CONTRIBUTING [) Te OF office bidg., etc.) 
CAUSE OF DEATH, URY 


TIME (Month) (Day) (Year) (Hour) INJURY OCCURRED 
OF : "| While at Not while 
INJURY Ge 4 


work at_work 
22. I certify thot I took chorge of the ion pry above, held an Autopsy |_| eee Inquiry |) thereon and from the evidence 


obtained by said Autopsy, Inspection or Jiquiry, find that said decease: died on the diy stated obove, and deoth in my opinion restlted 


from: naturol couses [ |, accident (R) suicide |}, homicide a undetermined (|. 
SiG NATU. | etl, DEPUTPedtecbe title) XAM — ADDRESS DATE SIGNED 
s, Le Fi ar” 
4 Nhe) 4 "42, WASH, CO., MD. Ti ine ween Guat fogs S ISG 


23, PS ae DATE THEREOF NAME OF CEMETERY 0: ei EMATORY LOCATION (City, town, or coujty) (State) 
TRIAL, OREN 
Buried 8.8.56 Park Head Cemetery noeek Mt VWashingten Ma 


a. 
DATE REC'D BY LO: 24. oleh eS DIRECTOR ADDRESS 
ee) ETE ee | easels Dink 


REG, ', 
LakeR© iy 2 { 


oad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 peor 3 
8769 CERTIFICATE OF DEATH aes ma) a 3 


sc 
8 ay 1. ae o nas neeeece (Where deceased tived. If institution: Residence before odmission} 
8 °. ° b. COUNT r 
58 WASHINGTON MARYLANCD MY WASHINGTON 
ro] itt b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest town) 
s3) iff Mutat ai sere, 
pec | RURAL BIG POOL LIFE RURAL BIG POOL 
& d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS @. IS RESIDENCE 
- oR INSTITUTION " "- ON A FARM? 
a SHANKTOWN ROAD SHANKTOWN ROAD ves) noO 
6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 (Type or print} MARGARET ELIZABETH HASTINGS DEATH é I3__ 19 56 
& 5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [] | 6 DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HIS. 


FEMALE WHITE wivowedra area NOV. 23,1 8 8 0 7 - meen eyed Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work done! 


1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


HOUSEWCRR er" | Own HOME MARYLAND U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME ; 
SAMUEL PENNER LOUISE MILLER 


ie Pape pene Bad U.S. — races 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
IS. GARRET SHANK BIG’ POOL RT I MD, 


Then please remave carbon papers. 


16. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (.] INTERVAL BETWEEN 
* f J l, ONSET; H 
PART t, DEATH WAS CAUSED BY. aQican DSS AND BEAT 
IMMEDIATE CAUSE to oma oO € ol 
DUE TO 


ind in any event within 72 hours ofter death. 


Conditions, if any, which e 
gove rise lo immediate 

couse (0), stoting the under { OVE TO 
lying couse lost, ( 


he burial-transit permit. 


After this certificate has been signed by the attending physicion and completely filled in bi 


< 

§ 

2 ‘ Past fl. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Parsee, 
> e . . . 

a 3 Anteriosclenotic Heart Disease vés No 

2 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part It of item 16.) 

s & | OR CONTRIBUTING L] CAUSE OF DEATH 

g G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

s be 

obs & [20 TIME OF INJURY “Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (tote) 
cn ae Ss Hour 0. n. 1p (White Not white foctory. street, office bldg., etc.) | 

Rohe oa = p.m. lot work [7] of work a3 

= oO af 

3 3 21. 1 ce that I attended the deceased from, dlhy f! Ere EH) =7 & Offi, iad., 1%22_.,that | last saw the deceased 
ve $ alive on Zi peer ee) 120, and that death occurred ot U2 Ui , from the causes and on the date stated above. 
<O3 ADORESS (Stree!, city or town, state} DATE SIGNED 


cd 


the registrar prior to burial, cremation, ar rem 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours offer death: Page 4 


(i 4 
$22 
Pica 
B 4 Ga 22d. LOCATION (City. town, or county) {Stote) 
ry CLEAR SPRING MD. 
is 2aa, REC'D BY jas ia rai baler ‘st tS TURE wa V 
pLOMER G/T IAA LAL eG 


If any delay is necessary, please exe- 
Item 18. Give Pages 1, 2, and 3 ta the funeral 


File pages 1 and 2 with the registrar pri 
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Chief Medical Examiner's Office alang will 


je, writing the word “pending” 


If 


ECTOR: Page 3 shauld be used as a buri 


‘ 
ie 


cute the ce 
TO FUNERAL 
ar removal 


TO DEPUTY MEDICAL EXAMINER 
forwarded 


VS. AISME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) §'2 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 'Sd34 


SES) Reg. Dist. No. 
1 wear 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before admission) 4 
. Washington manviano || STATE MG, b. COUNTY Washington 
b. asd ess Aone Aad 3 corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN if outside corporate limits, wrile RURAL ond give nearest town) 4 
Hagerstown 10 yrs. Hagerstown O 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d, STREET ADDRESS e. pape 3 
Washington County Hospita 1 230 Summit Ave. ves C] Noe] 


a NAME OF First Middle Lost 4, DATE Month Dey Year 
(ype er ent RALPH N HAUPT Sam August 10° yee 
Cc 
White 


5. SEX SOLOR OR RACE {7- MARRIED B NEVER MARRIED [_]] 8. DATE OF BIRTH 9 AGE (ir yeon | IFUNDER TYEAR] IF UNDER 24 HRS. 
! : 


Male wivoweo] _ovorceo] | March 14,1898 BB" vn. [nen] Dor Mie: 
1 pega dela ely dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) F CITIZEN OF WHAT COUNTRY? 
§nspector Aircraft Northumberla nd Co.Penna WS. 
13. FATHER’S NAME Jerome 14. MOTHER'S MAIDEN NAME 


'LORA. 
—Gereid Haupt First name waknewn,last name DITTY 


4 Link’ atest PS SOCIAL SECURITY NO. [17. INFORMANT Address O30 Summit Ave. 
‘ No. 205-09-6614 |Mrs.Ralph N. Haupt Hagerstown, Md. 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY; Ss ire! 
|. IMMEDIATE CAUSE (oe) ___ arteriosclerotic coronary heart disease 
DUE TO acute coronary occlusion 
Canditians, if ony, which b) 
gove rite ta immediate cove: 
{a), stating the undertying( SUE TO 
couse last. teh. 


PART tt, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)/19. eT a 
Sw wean Pe MI 


yes No] 


200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part II of ilem 1B.) 
PRIMARY (] ar CONTRIBUTING 1) 
CAUSE OF DEATH. None 


a ee 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, form, 1 20F. (City ar town) (County) (Stale) 
Hour om. foctary, street, affice bidg., ete.) | 


om None 1  |avok[] own D) none | = = a 
21. | certify that | took chorge of the remoins described above, held an Autopsy [3J, Inspection [], inquiry [1], and find that 
death resulted from: Natural causes [3j, Accident [], Suicide [J], Homicide [[], Undetermined cause [[}. 


fe Saleed A 7 Z. f. mee X lll _ CHIEF MEDICAL EXAMINER [J Sar 


SIGNAT! M.D. 
ASSISTANT MEDICAL EXAMINER o 8 11 56 


NAME (lypet S.R.Wells M.D. DEPUTY MEDICAL EXAMINER 
la. CURIAL CREMATION, [22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily, tawn, ar county) (State) 
BMOVAL pecitn . 
uri 8/13/56 Rest Haven Cemete: agerstowm Md. 


MEDICAL CERTIFICATION: 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGJBTRAR'S “LE > 
\ | Rest Haven Funeral Chapel, Inc. Hagerstown, id. pathy 121956 Les. " a 


aa : 7 % 
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in 24 haurs after death. Page 4 
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ed 


1 and 2 should be filed with 


iy 


the haspitol ar attending physician. 
‘OR: After this certificate hos been signed by the attending physician and campletel: 


detached for use as the burial-transit permit. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hours after death. | 


— 


unerol director, 


filled in by 


Then please remave carbon papers? 


page 3 sha 


i 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF en ny ; ( 87 35 
Y Relph Young 
874] CERTIFICATE OF DEATH bz: <a ab Oa 
= OUT 2. Hadre SEDEIE (Where deceased lived. If re Residence befare admission) 
i Washingt MARTAND' |) Marv band Tashi ne ton 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 


RURAL ond give nearest town) H t 
wae erstown 


= town NSE f 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS / |e. 1S RESIDENCE 
OR, INSTITUTION ON A FARM? 


h. County Hogoital 640 E, Commonweel th ves] NO ff] 
3. wane oF i Middle . er J Month ’ oy , Yeor 
ust £6 19549 


(Type or print) TREDEETO ALLEN 
9. AGE Th yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
lost pL : 


wibowed [] Divorced (] 
Tos, USUAL OCCUPATION ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) le CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
| None Infant sergstown a 
) 3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


w “st 
mL Henry 

15. WAS DECEASED EVER IN U. S. ARMED FORCES? 

Tyas, 19, oF unknown) (If yes, give war or dates of service) 


yeeros BETWEEN 


PART |. DEATH WAS CAUSED BY: beD) DEATH 


IMMEDIATE CAUSE (o} 


’ 
i 


/ 
Canditians, if ony, which 
gove rise to immediote 
catse (a), stating the under- 
lying couse last. 


. INS GOUT RI 7 AINA 
‘ i /- 
Sas A 
200. ACCIDENT WAS Ui Ge Ac TIP [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injery in Port | arAiger Il of item 18.) 
OR CONTRIBUTING LT F DEAR, 7 
Gr EHHER NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) {State} 
Hour 0. m. While Not while ) factory, street, office bldg., etc.) | yy, 
p.m. 19 fot work [7] at work yy fh r 


21. | certify thet tended the deceased frart_/_ (26S, woe Winn n, 10 _., 19___.,that | last saw the deceased 


alive an__. AL fy \2_.---,-, ahd that death occurred atZQ4/._M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


AoO 


ACTUAL 
SIGNATURI 


PHYSICIAN'S 
NAME (Type) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4) § q 3 6 
CERTIFICATE OF DEATH usm Bot 


1, PLACE io So A 2. USUAL [oie (Where deceased lived. If institution: Residence befare admission) 


@. COUNT . a. STATE b. COUNTY ‘es ‘ 
CMM. 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


Ruime- Greencaste _ 


d. NAME OF HOSPITAL tt nat in haspital, give street “aadia) d. STREET ADDRESS IS RESIDENCE 
O 


—_ 


ith 


nerol director, 


weuld be filed wi 


@ 


( 


QR INSTITUTION ON _A FARM? 


reencasHe RO & ves] No 
3. NAME O} Middle Lost 4, DATE Sak Doy 
DECEASED 


Yeor 
OF 
teen ELMER Clayton bleoecrian! me Aug 9S 

6 ROR ai a Ai 9. AGE 1 R] IF UNDER 24 HRS. 

$. SEX COLOR OR RACE |7. married] NEVER MARRIED [_] |B. DATE OF BIRTH no al au 
ale, 2 fmoomogg ovorog | ug, 30, 1970 sisi 
Oo. USUAL OCCUPATION (Give kind of work done] 106, KIND OF BUSINESS OR INDUSTRY [11- pene (State or foreign [3s 12. CITIZEN OF WHAT COUNTRY? 
ost of working life, even if retired) ( aa | f y 
wv Chie d Mt bene, md. SA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


eorge 2 ao Amanda Hovpt 


* Was DECEASEDEVER IN me S. ARMED FORCES? i" SOCIAL a NO. Address 
(a, 7 ioe {IF yes, give wer oF dotes of service) 
Z, 


PART t, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


praes DUE TO 


fter death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon popers. Poges | ond 
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Conditions, if ony, which r 
Qave rise ta immediote 
catse {0}, stoting the under: ( DUE TO 
lying couse last. a 
Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
yes] NO 


ires 


icion. 
R: After this certificate hos been signed by the ottending physicion and completely filled in by 


-tronsit permit. 


The low requ 


200, ACCIDENT WAS. ated Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Part Il af item 1B.) 
Rk CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ip: Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, bt 120. (City or town) (County) {State} 
Hour 9. m, While Not while foctory, street, office bldg., etc.) 
jat work [] ot work = [[] H 


24 Taine Spa fended the decease from. PLC WZ tod LL... WG_..that | last saw the deceased 


alive ani. , and that death accurred atet25_ 2. , from the causes and an the date stated above. 
PHYSICIAN'S 


DDRESS (Street, city or town, stote) DATE SIGNED 
NAME {Type)) e 
Zo. ton CREMATION, = DATE TH! pm Zc. NAME OF bodes! OR CREMATORY Zid. LQCATION (Cityzyown, ar county) (State) 
pant (Specify S j “ by 
nA GAS ES Linc LON FO-t—2 G. 


23. FU) on DIRECTOR'S Teen “Duct P| ao, REC'D BY REGISTRAR | Ap gREGISTRAR'S SIGNATURE 
VS AIS (4 $ Y g = 
nes \ {or BLT Ae AL k PIB, tad bhp {pKa 


MEDICAL CERTIFICATION 


the hospitol or ottending phys: 


fe) 


to buriol, cremotian, or removol, ond in ony event within 72 


detached for use as the buriol 


trot prior 


poge 3 shoul: 


moy be retoin 


the reg) 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § Hf 3 74 
8771 CERTIFICATE OF DEATH eiataathe. Wes 


1. pee als 2. oS eaige (Where deceased lived. If institution: Residence before odmission) 
* maayiano || 4° PACOPNTY 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR[TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 


x x; EAs R 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM; 


_ OR INSTITUTION 
: : or beer a 


3. NAME OF ; Middl ; ¥ 
DECEASED oe OF i eu ~ 


(Type or print) a 4a eT ~ = 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [i NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 


{ lost ie a) Months] 0 Hi Min. 
Ji ' > |wioowen C] pivorceo] | Vay { & | |e 
Toa, USUAL OCCUPATION (Give kind of work done] 10B, KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ‘ 
i] In = '@ CES oN fv 5 
13. FATHER'S NAME” 14, MOTHER'S MAIDEN NAME 
[Se ‘ 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


(fes, no, oF unknown) {Il yer, give wor or dotes of service) 


Pz. WwaAos 
= 


Pages 1 and 2 q. be filed with 


19 physician and campletely filled in by 


2 haurs after death. 


> . . 3 'y 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).} INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: ONSET AND DEATH 
_ IMMEDIATE CAUSE (0! 


DUE TO 


Then please remove carbon papers. 
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Conditions, if ony, which 
gove rise lo immediote 
cotse (0). stoting the ynder- 
lying couse lost. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. eee 


ves] NOT] 


ires 


20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port I of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
a. | eee 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 
Hour om, White Not while. foctory, street, office bldg., ete.) 7 
p.m. vw jot work [7] ot work ‘ 


21. | certify thot | attended the deceased fram NOV. 20, 19. D4, to AUG. 28. __, 19.20, thot | last sow the deceased 


alive an____AUg@.__26. ‘ 256... and that death accurred o8...30.P.M, fram the causes and an the date stated above. 
. ADDRESS (Street, city or town, stote) DATE SIGNED 


mo. .. Boonsbora,._Md.. _______.-____.. B=28=56. 
PHYSICIAN'S: 
NAME (Type)___.J « Hubert, Wade, M.D. 


220. BURIAL, CREMATION, | 2b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
EMOVAL (Specify) zt 
& i I : KAD. 


‘ 
73. FUNERAL ea SIGNATURE . KEC'D BY REGISTRAR | 24b. REGISTRAR’S “YEG 


After this certificate has been signed by the attendin 
MEDICAL CERTIFICATION 


detached for use as the burial-transit permit. 


y the hospital or attending physician. 
the registrar prior ta burial, crematian, ar remaval, and in any event wit! 


‘OR: 


may be retai 
TO FUNERAL D: 
page 3 shau! 


Pa 

» 
Rta 
bcs 


—< TO HOSPITAL CR ATTENDING PHYSICIAN: The low requi 


zy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (}8'73.8 
877 CERTIFICATE OF DEATH Reg. Dit. No 3 OF 


‘3 Lage otal 2 eee (Where deceased lived. If institutian: Residence before admission) 
4 Washington marnano || ° STF Monyvland 6. COUNTY Wa shineton 


b. epee pn! (le Bult igi limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
} ore Gi oles ten 
\X|Sharpsburg lid RFD 81 yrs Sharpsburg Md. RFD x 


Ne J d. NAME OF HOSPITAL (if nat in hospital. give street address) d. STREET ADDRESS: e, tS RESIDENCE + 
‘in OR INSTITUTION / 


2) Antietiam Antietiam Md. ves] No 
2. Reverse First Middle Lost 4. ses Month Doy 
(rye er patel) George Washington Hutson cere Aug. 10 1956 


5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [J] | 8. OATE OF BIRTH %. AGE (In ie te pe UYEAR|1F UNDER 24 HAS. 
Male White wioowen ff  oworceo ft] | Feb. 24 1875 Snes MET ee Min. 
| 100. Mri inetek certs hee erase 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
or General Work West Virginia USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Janes Hutson Mary L. Lock 


[lansiees ee Te ec 16, SOCIAL SECURITY NO. |17, INFORMANT A tX*et am 
p 2/SSlender. James E, Hutson Sharosburg Md RFD 


ne ae 


Ie, CAUSE OF DEATH [Enter only one couse per line far (o}. (b). and s(c).] INTERVAL GETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED By: = 
: IMMEDIATE CAUSE (o] Urenia 


Hie DUE TO ai A 
conditives, if gaiy | 3 Cardie-vascular-renal arteriescleretic 


ond 


neral directar, 
id be filed with 


¢ 


Yeor 


Pages i and 2 stdul 


any event within 72 hours ofter death. 


gove rise to immediate 


caure (a), stating the ynder- disease, 
dyingicaigs lait, ©) 


Pant II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}| 19. toner 


Selid tumor of the testicle - prebab arcen ves NOC) 


20a. ACCIDENT WAS UNDERLYING O 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port I or Part Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, | 20f. (City or fawn) (County) (State) 
Hour oa. n, While Nat while factory, street, office bldg., etc.) ff 
p.m. 19 ot work [J] at work] H 


21. | certify We ! eased the deceased fram______. © AUgUSt 191956. thot | last saw the deceased 


DUE TO 


quires that the death certificate be executed within 24 haurs ofter death: Page 4 


permit. Then please remave carbon papers. 


MEDICAL CERTIFICATION 


olive lent. Seep cement oe 2,-, and that death accurred at_________.M, fram the causes and an the date stated abave. 
; > Gy, . ADDRESS (Street, city or town, state) OATE SIGNED 
a; ‘ 4 fe im 


8/11/56 | 
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the hospital or attending physician. 


detached for use os the burial-trans} 


the registrar prior to burial, crematian, or removal, 4 


ACTUAL 
SIGNATUR! 


ha 


page 3 shoul 


Manet Walter H, Shealy M. D 
‘220. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (State) 
Mis via Saicpawae ae 
ceo- «¢ ee 2do. REC'D BY REGISTRAR | 24b, REGISTR Pr, SIGNATLR 
mn Cys? Le AWCLA OATE/ Leeg e C2 KX]. 7 Dey er 
x 7 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
moy be retoine, 


TO FUNERAL Di 


_ 


. SA NVaANN: 


9c61 OB Nk 


D9 arso3 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8773 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


ali 


32 og __Reg. Dist, No. Joo 

23 2 }, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececsed lived. If institulion: Residence before admission} 

ea iS Pa Washington MARYLAND ostaTE Maryland SON’ Washington 

= & ; 2 5 ciry Pee ‘corporate Fimils, write RURAL ¢. LENGTH OF STAY IN Ib . CITY OR TOWN [If outside corporole limits, write RURAL ond give nearest town) 
see x Rureale- Sharpsburg, Md. = Hagerstown 

me w d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospitel, give street oddress) d. STREET ADDRESS i: IS RESIDENCE } 
. az- 10 None | 41 Fairground Ave ves] NoCt 
3 = S| NAME oF Firat Middle Lost 4 Dare Month Day Year 
fat Uype o ein Clarence Junior Karn L saplaal Aug Bt 2 9 


5. SEX $. COLOR OR RACE |7. MARRIED [9] NEVER MARRIED [J] 8. DATE OF BIRTH 9 AGE tu yore iF UNDER 24 oe 
th Hi Mi 
Male White |wioow vor O A 19 em re “| Por jours | Min, 


2, ond 3 to the Funeral direc’ 


fh farm PM3. Page 5 may be retoined far your files. 
‘onsit permit. File poges 1 ond 2 with the registr 


€ — 

2 i 10a, USUAL OCCUPATION (Give kind of wed done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. pennies (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a] ] during most of working life, even if retired] 

3 Cab Driver Community Cab 6o. Washington County USA 

= 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

3 Clarence H. Karn LL. faneh E. Rohrer 

+ 

x 


15, we DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. ‘Address 
Bip oh es oeay 
Yes rean War | 220-28-29 Al — - Mery Netz Karn -41Fairground Ave 
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oO 
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z 18. CAUSE OF DEATH [Enter only one coute per line for (0), (b), ond ().} ar 

"ei PART I. DEATH WAS CAUSED BY: 

3S IMMEDIATE CAUSE (a) pe 

$ J x DUE To Fractured Jaw (closed ) 

z Conditions, if any, which tured st losed 

5 sors mmediecsce| | ¢——Depreased fractured sternum (closed) 

z {0}, sloting the underlying( OVE TO emorrhage sno 

2 couse lost. ss 

2: PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTORSY 
mks yes.) nop 


aoe a CONG G o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 or Port II of item 1B.) 
a 
CAUSE OF DEATH. Driver of automobile that hit tree when he failed, ta nggotiate 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, Form, 120f. (City or town) {Counly) (Stote) 
Hou While Not while foctory, street, office bidg., eel 
LDS ex A 225 9 56 [ot work [ot work “a Highwa ; Rural- Sherpeburg,Wash., Md. 


21. 1 certify thot | rook chorge of the remains described above, held an Autopsy [_], Inspection [q, Inquiry 1. and find that 
deoth resulted from: Natural causes [J], Accident [x], Suicide [], Homicide [], Undetermined couse []. 


ACTUAL £ A sheer é Ly, ZZ DATE SIGNED 
SIGNATURE_- é wp, CHIEF MEDICAL EXAMINER [1] 
ASSISTANT MEDICAL EXAMINER [1] Aug. 27'56 


MEDICAL CERTIFICATION 


Chief Medico! Examiner's Office olang w’ 
{CTOR: Poge 3 should be used as o burial-tr 


¢, writing the ward ‘‘pendin: 


it 


TO DEPUTY MEDICAL EXAMINER: This certifi 


Seas 5 
2t8 8 Res S. Robert Wells, M. D. DEPUTY MEDICAL EXAMINER [2 
ip £ Zo. BURIAL, CREMATION, mb. ) THEREOF a NAME OF CEMETERY OR CREMATORY 22d. LOCATION (Cily, town, or county) {(Stote) 
me. 5 REMOVAL ‘a . Bg " W 
= - 28 Boonsboro onsboro, Wash., Md. 


ope a) ae ‘ADDRESS ‘24a, REC'D 8 tat I, REBIGRAR'S SIGNATUB 
VS. AISME(5) f 
savas A LBaul PGi) Com | Soonavore, mt. Lome Mie | deme hoo 


If ony delay is necessary, please exe 


Item 18. Give Pages 1, 2, and 3 ta the funeral dir 


h farm PM3, Page 5 may be retained far yaur fil 
ile pages 1 ond 2 with the registrar pri 


‘ansit permit. 


€ 
3 
3 
3 
s 
= 
ro} 
z= 
3 
3 
£ 
= 
a 
= 
= 
3 
> 
3 
x 
3 
e 
a 
2 
3 
Fy 
a 
© 


the ward '‘pending"’ in penc' 


Chief Medical Examiner's Office alang 


te, writi 
IRECTOR: Poge 3 should be used as a burial-tr 


$ 


forwarded # 


TO FUNERAL 
or remaval. 


TO DEPUTY MEDICAL EXAMINER: This certi 
cute the cer, 


VS. AISME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08740) 
4 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


ems Reg. Dist. No. . f/ 


“1 ), PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceted Toe If institution: Residence before admission) 


Washington Neale STATE Maryland - »CONY Allecaha 


b, CITY OR TOWN {tt ovnide corporete RURAL ¢. LENGTH OF STAY IN 1b c. CITY,OR TOWN (If auttide corporate timits, write RURAL ond give neorest aa 
‘ond give nectea! town} ‘ 


Rural - us # 40 None Rural -.Frostbur 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS. e apo 


Hagerstown, Maryland R#2 ves] NOD 
9: poy 4 First Middle Lost 4 oth Month Day Year 
‘ype or pring Stenle Martin DEATH Aug mst 1986 


5. SEX 6. COLOR OR RACE |7- MARRIED i NEVER MARRIED []| 8. DATE OF BIRTH 9: AGE oo IE UNDER 24 HRS. 
Mele White | wioweo OO ooworceo 1921 eae a 


10a, USUAL OCCUPATION kind of i done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign ee — CITIZEN OF WHAT COUNTRY? 
during most of warking lite, even if retired} 


r D 3 Notor Truck Co. Garrett County, Md. USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Martin LaRue Margaret Burdock 


15. WAS DECEASED EVER IN U. S. ARMED orl 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Mea, no, oF unknewe) {it you, give wor oF dotes of 


aed Waa 13-12-901 Mrs. Edna D. LaRue - R # 1- Frostburg, Md. 


18. SE OF DEATH [Enter only one cause per fine for (0), (b), and (c).] INTERVAL BETWEEN. 


‘ONSET AND DEAT 
PART I. DEATH WAS CAUSED 8Y: 
UAMEDIATE CAUSE (0) F ra ctu red s te rnum 


SUE TO Contusion & hemorrhage jnto “gee 
Conditions, if any, which 0 auricular muscle (Shock 

Gove rise to immediate cove 

(0), stating the underlying( OVE TO 

couse las}. linea ie 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) }19. ie aM 
wt RFOI 
None 3 ys no 
20a. EXT 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 18.) 


PRIMARY SRT BUTING 
CAUSE OF 180 4 Tractor-Trailer collison 


‘0c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 120F. (City ar town) (County) {Stote) 
jour While Nol while foctone street, office bldg., etc.) | 
t00xmx Aug. 217956 fot work FR] ot work CJ ighwe ' Rural- Hagerstown, Wash Md 


21. | certify that | tack charge of the remains described above, held an Autopsy [x], Inspection [X], Inquiry [_], and find that 
death resulted from: Natural causes [], Accident [2q, Suicide [], Homicide [J], Undetermined cause []. 


ACTUAL ya 20k 4 DATE SIONED 
1ittin S (Che? Deel ,., CHIEF MEDICAL EXAMINER (C] 


Z ASSISTANT MEDICAL EXAMINER (_] 
EXAMINER'S 
NAME (Type) S. Robert Wells, M.D. DEPUTY MEDICAL EXAMINER 8-24-56 
Zo. BURIAL. CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, 1 ey county) iq {Stote) 
d. 


REAQVAL (spac) Q-24- St Frostburg, Md. Frostb' Test 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS da, REC'D GY REGISTRAR | 24b, REGISTRAR’S SIGNA 
Andrew Coffman Hagerstown, Md 


a. COUNTY 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8775 CERTIFICATE OF DEATH OS74d 


a 


15. WAS. ey EVER Nt U. rs ARMED FORCES? 16. SOCIAL SECURITY a 17, INFORMANT Address 
Hes, no, oF unknown} {IF yes, give wor of dates of service} 
fy | NN DENVER Cano Beonsmeka Wasd. Coup 


ane CAUSE OF DEATH “CAUSE OF DEATH [Enter only one couse per line for (0), (8). ond [ch] only one couse per I 


for (0). (b). ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (0! 


Then please remove carbon papers. 


DUE TO 


< ee Reg. Dist. No. 
§ 

& 3% it 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If imatitution: Residence before odminion) 

& 
Sf ts ©. COUNTY MARYLAND b, COUNTY 

| Be AS Hin 0 ae pre D ASH ING To 
£ Boe b. CITY OR TOWN (If outside corporote timits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 

g $2 RURAL ond give nearest town) 
So fy 9 as F- « 

& ‘SJ (1 I=K MOdA z 
= 4 d. NAME OF HOSPITAL (if not in eh give street address) d. STREET ADDRESS e. 18 RESIDENCE 
6 “ > OR INSTITUTION ON A FARM? 
g 35 K€ Of 12 NUBSIN Ho Mice Al; Neéerre (Vien 3 a ves] No} 
2 £6 3. NAME OF First Middle lot 4. DATE Month Day Yeor 

ee es DECEASED 
a (Type or print) BEAM A uc. yerr 9 S6 
as 3 { 5. SEX 6. COLOR “ RACE |7. Prey [A Never maRRiED [] | 8. DATE OF ae %. feta {in yeors a UNDER 1 YEAR|IF UNDER 24 HRS. a HRS. 
= > lost Slag Months] Days | Hours 
3 Ge WIDOWED [1] oworctO fF] | @rpr-47. Ty 

2 io. USUAL OCCUPATION {Give ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY]11, BIRTHPLACE (Stole or Foreign 283-1 12, CITIZEN OF WHAT COUNTRY? 
3 during most a working life, even if retired) 

3 O Wty DY N22. MIDOLi Tawa “FRep Ehime Q 
3 Td FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

° 

8 & NO d BRINE 00 

& 
< 

3 
a) 

© 
€ 

o 
£ 


tt 


Conditions, if ony, which wm Generalized Arterio Sclerosis 


gove rise to immediote 


ires 


‘OR: After this certificate has been signed by the attending physician and campletely filled in by 


€ 
8 
3 
& 
3S 
5 
2 
~ 
Rg 
© 
£ 
ny 
< 
2 
é 
on 
£6 
= S.¢ cote (0). stoting the under. ( OVE TO 
aye ee tying couse tot. Ce 
3 5 S = r3 Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. ae ee led 
= eek] - 
28858 s ve O No] 
Fock s = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
2s 3 & | OR CONTRIBUTING CI CAUSE OF DEATH 
geses & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2sses & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1206. (City or town) (County) {Stote) 
Estes 5 Bevtinoten wrie! "iB stile factory, street, office bldg., etc.) | 
as : 5 3 p.m. lot work [7] ot work i 
ee ges 
z2F “3 21. 1 certify that | attended the deceased ae ee > Ee =e 19.56., to. _---., 195G.,that | last saw the deceased 
Sotyus 
2 8 ’ 
8 ee 05 alive on___ AUR 2 | 1950_.. and that death occurred dt. AOA. M, fram the causes and on the date stated abave. 
wo on 
E= 3 5 ADDRESS (Street, city or town, stote) DATE SIGNED 
3 = ACTUAL ) pn 
x eee Sot ATG bend i MO. .......--------RaQnsharo,. Maryland 9-1-5 
OPED SE “4 
£az 
aeass PHYSICIAN'S: 
sees NAME (Type) M.D eas a | | Uo ee 
BSEOD Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Mic, NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Stote) 
9358" he (Specify) ‘ e De 
ofote & {DoewiQore Caemeriry | Bowspoen WASH, Co. mo. 
= 23. eee DIRECTOR'S Seon ‘2h. HEC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURI 
VS ANS (4 OO» « -2-S p. iF) u 
Ten ores ~ S : +: N\D oat PhS akin Ss agt 


$A nvaand 


oad 


filed with 


inerol director. 


Then please remove carbon papers. Pages 1 ond 2 snd 


igned by the ottending physician and completely filled in by # 


permit. 


the registror prior to buriol, crematian. or removal, ond in any event within 72 hours after deoth. 


ling physicion. 


the hospitol ar otte: 
‘OR: After this certificote hos been 


letached far use as the buriol-trans 


* 


page 3 should 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs ofter decth. Page 4 
moy be retaing 


TO FUNERAL DI 


= 


em 


wi} 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8776 CERTIFICATE OF DEATH Reg. N. 8 44 a3 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. o b. COUNTY 
Washington MARYLAND Maryland Washington 
b, Ste ey {IF outside Secs Tienits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
y on hve neore town] 
\Hagerstéwn Nid. RFD #2 2 yree Hagerstown Md. RFD #2 
d. NAME OF HOSPITAL (If nol in hospitol, give street oddress) d. STREET ADDRESS: * 1S RESIDENCE 
OR INSTITUTION: t ON A FARM? 
Huyett's Crossroads Huyett's Crossroads ves) NOX] 
3. NAME OF First Middle lot 4, DATE Month Doy Year 
DECEASED OF 
Uype or erin LAURA Lloyd bam Aug. 26 1956 


9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE [7. MARRIED [A] NEVER MARRIED [-] | 8. OATE OF BIRTH 
g birthdoy) 
Female White wiDoweD (] oworceoQ [March 13 1871 i yrs. 
TOo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
sing most of working life, even if relired) 
Housewife Texas 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 


USA 


OKTLO Stansb HAN OWT) 


bs ap Sage att 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No None Mr. Issac Ward Hagerstown Mad. RFD #2 


es 
18. CAUSE OF DEATH =o only one couse per line for (0), (5), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
iT 
TAIT! DMATINMEDIATE CAUSE (| __ Gemeralized advanced arteriosclerosis 
D. A Ree Arteriosclerotic myocardial heart disease 


Conditions, if any, which o 
gove rise to immediote 
cotse {o). stoting the under- 
lying couse lost. (o) 


chr glomerular nephritis 


3 Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
< ves] no (* 
& 200. ACCIDENT WAS. Paap Se cle te gnSC BELOW Ii CCURRED Megas novice SHsanjlé PalY LaniPartAt at item V8 
& | OR CONTRIBUTING C) CAUSE OF DEATH none 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
3 Hour om. White Not alee factory, street, office bldg.. oh i 
g insite none jot work (] of work none Sa vi 
21. | certify thot | ottended the deceosed from.__.& . We, to Chey ant 19.342, thot | last saw the deceased 
wsG., ond thot deoth occurred of 36, tom the Couses and on the date stated obove. 
‘ADDRESS {Street, city or town, stote) DATE SIGNED 


115 Ne. Potomac Street 8-28-56 


mucans = -S. Robért Welle, M.D. Hagerstown, Maryland 


Wo, BURIAL. CREMATION, | 2b. DATE THEREOF Sapmear tein OnceNaTON a ee DOIN GREER = TREE <a 
“Santer” Aug. as eee Cemetery Bpnoadfording Ma. 


23. FUNER -Uptb 4 Wi liiany 30 24 Ub. BEGISTRAR'S SIGNATURE y, 
bare 30-66 | Loreen, LVM SFT. Prikl 


| YIN RZPz 


1 


MARYLAND STATE DEPARTMENT OF oe ee Ion Young 087 43 
La 
R740 CERTIFICATE OF DEATH @ Dist, No. 302 


ss 
3 ES 1 hy. aaa ca eee Reet (Where deceased lived. If institution: Residence before admission) 
2 eB 9. ST chub, COUNTY | 
oe Vapshington MARYLAND fiers gaa wrote, SopNt ton 
. 2 /) 2 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neares! town) 
Hes C}. RURAL ond give neorest town) i 6 
Se 2 Days Hagerstown R #1 x 
& Ki d. NAME OF Hi OSPITAL {If not in hospitol, give street “ees d. STREET ADDRESS e. 1S RESIDENCE 
iS , OR baiadial cae D H ON A FARM? q 
>; + We. g } 3 ual Highway yes) No [2 
£6 ( C | ]3 MAME OF Fist Middle Loxt 4. DATE Month Dey _—Yeor 
23 {Type or print) CATHERINE LOUISE MILEY bat August 16 568 
& 
o 
2 


5. SEX 6. COLOR OR RACE ]7. MARRIED [[] NEVER MARRIECKT | 8 DATE OF BIRTH %. ti > IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdo: Months Days Hours Min. 
Female | White  |woowoQ  ovoreO | August 14 1956 Fi 
100. USUAL OCCUPATION (Give kind of ait el 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired =] 
None Infant Hagerstown lid, USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Wu Luther M Dorothy Lee Ruck 


1g, WAS DECEASED EVER IN U.S. ARMED ae 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
fen it < ae et, Give wor or dates of varvice) P zz rm 
Name W.L.Miley Hagerstown Md. R # 
1B. CAUSE OF DEATH = ‘only one couse per tine PERS S INTER YAM BETWEEN 
PART |, DEATH WAS CAUSED BY: Ly, EP 
vy IMMEDIATE CAUSE (0 LI TAA Per r/ IN 


p 


Then please remave carbon papers. 


‘OR: After this certificate has been signed by the attending physician and completely filled in by 


DUE TO 
= Conditions, if ony, which (b} 
£ Gove rise to immediote — 
& cotite (0). stoting the under: ( OVE TO 
6 = lying couse lost. ( 
Bes re Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(ai]19. WAS AUTOPSY 
Sof = 
663 & vss no 
re © [20a. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port for Part Il of item 1B.) 
337 & ] OR CONTRIBUTING CJ CAUSE OF DEATH 
oe & | (F eiTHER, NOTIFY MEDICAL EXAMINER) 
os ~ 
Cia) & |20c. TIME OF INIURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, farm, 1 20F. (Cibyor town) (County) (Stole) 
B28 a While Net while: foctoty, street, office bidg., etc. a 1 / 
sz? FS ine lot work [7} of work £3 Z - 
= ic] 
cee 21. U certify Ahoy pense the deceased from, S TLL 19 pene ap Te f(\9.....,.that | last saw the deceased 
223 
4 alive an. VY Jee, 
fas Ap i 


SIGNED 


ESS (Slreet, city or Jown, stote) 
. 


, ard that death accurred at ZZ, /“-__M, fram the causes and on the 2 Higted abaxe. 


, 
Senature_ {AA Le PHartas. G0. kc 


PHYSICIAN'S VA (/ 
NAME (Type) 
RREO 
etown Mash 


4 £ o e) E ‘anette Fillaaen ies 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240, REC'D BY REGISTRAR | 24h. REDISTRAR'S SIGNATURE 
YEayrss) Q [Andrew _X. Coffman Hagerstown id, MEARE OUL (Le 


Ld 


poge 3 should 


GN (City, town, or county) (Stote) 


the registrar prior to burial, cremation, or remaval, and in any event within 72 haurs after death. 


may be retaii 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 
TO FUNERAL 0; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 87 4 4 
8743 CERTIFICATE OF DEATH sted, OS 


1. PLACE OF DEATH 2. bef ied ele Se (Where deceased lived. If eee Residence before admission) 
o. COUNTY b. COU 
MARYLAND 4 


¥ 


) 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib <. CITY OR TQWN {IF outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town} 


eal N f x 


J. NAME OF HOSPITAL (If not in hospitel, give street oddress) d. STREET ADDRESS: ©. tS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
q No] 


3. NAME OF First Middle Lost 
DECEASED 


(Type or print] fog iz Le is ic R 
5. SEX 6. COLOR OR RACE 17. MARRIED PM NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yea 
lost birthday} 

wivowed [] oivorceo [| 4 fp ~29- { 7G 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
i Leary >, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ae iis i me 
15. WAS DECEASEDEVER IN U.S. ARMED Ponce 4 16. SOCIAL SECURITY NO. |17. INFORMANT 


Tes, 90, oF unknown) Ut yes, give wor oF dotes of 
5 1G- . ’ ase 
18. CAUSE OF DEATH [Enter only one couse per line fer (0), (b). ond (c)-] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: * . ar ou vrE 
IMMEDIATE CAUSE (0) Hemorrhagic uremic celitis eays 
i DUE To 
endian it del wii fe Urenia 
gove rise to immediote 


cotse [o}, stoting the und DUE TO Be e 
leben and lies — »_Cardie-vascular-renal disease 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. Bins) AUTOPSY 
PERFORMED? 
Rheumatic heart disease ves fq noo 


200. ACCIDENT WAS UNDERLYING CO] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 1B.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


neral director 


/ 


should be filed with 
De: Stipaey—~ 


in 24 haurs ofter death. Pege 4 


‘OR: After this certificate has been signed by the attending physician and completely filled in by 


Pages 1} and 2 


please remave carban papers. 


‘ent within 72 hours ofter death. 


Th 


20c. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, Farm, | 20f. (City or town) {County} {Stote) 
Hour oo. m. While Not while foctory, street, office bldg., etc. aH ' 
p.m. 19 fot work [] ot work 


21. 1 certify that | attended the deceased froma that | last saw the deceased 


alive on £2 : 54 —~ 12__.____, and that déath occurred at> , from the causes and an the date stated above. 
SO fl ADDRESS (Street, Ci of town, stote} DATE SIGNED 


8/28/56 


‘or attending physician. 


, crematian, or remaval, and in any 
MEDICAL CERTIFICATION 


detached for use as the burial-transit permit. 


ACTUAL 
SIGNATURI 


bof 


PHYSICIAN'S 
NAME (Type! 


20. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
REMOVAL (Specify) ‘ = 
iA Bi iid & Pp 319 z0 t+ Co. Nap. 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ho, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Sryaneear do 15 13.012. 0/756 


the registrar prior to bur 


page 3 shauld 
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TO FUNERAL D; 


35 
ae 


1 


neral director, 
id be filed with 


Then please remaye 


-transit permit. 


the hospital or attending physician. 
‘OR: After this certificate has been signed by the attending physician and campletely filled in by 


‘detached for use as the burial: 
the registrar prior to burial, cremation, or removal, and in any event within 72 hi 


may be retain: 
TO FUNERAL D 


T 
+4 
Ea 
2a 
bars 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


#: 


page 3 shaul 


(wr) 8 CERTIFICATE OF DEATH neg, Dist. wo, UD f 45) 
1, PLACE OF DEATH 


dad. aero (If not in hospitol, give street oddress) d. STREET ADDRESS: e. Bese tine = ; 
s Gateway Nursing Home Pinesburg Maryland ves] No PR 
6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
3 (Type oF print) Charles Edward Mulligan cam Aug, 17 1956 
S . 5. SEX 6. COLOR OR RACE |7. MaRRIEDS NEVER MARRIED (Oy | & DATE OF siRTH 9. AGE nia IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdo; lonths in. 
3 Male White |wioow Gg — oworceo F] Unknown S00 APL Ee us 
Bat F 100. Taare eons ieie kind a ane 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fd 7 Siena ait ren 
83 / |Labor Farm Farm Maryland USA 
i * 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
| Pete Mulligan Sarah Grove 
1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. te INFORMANT 
Apiicwomen hi eaes come oy 27 WeBtside Ave. 
Me |i No_____|None_ - Daniel Mulligan i. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


Washington mamano || °°" Maryland ». county Washington 
b. Gare TOWN (if eee ASS limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
20 Hon 
Wilson District 6 weeks Pinesburg Maryland 


18, CAUSE OF DEATH ‘TEnter ‘only one cause per Iinefor (a), (b)iand (@. 1 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0] (OLE vane a 
j 


/ DUE TO 


Conditions, if any, which o 
gove rise ta immediate 

cause (0), stoting the under- { OUE TO 
lying cause last. @ 


Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


PERFORMED? 

yes—] noC] 

200, ACCIDENT WAS UNDERLYING [J |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port W af item 18.) 

R CONTRIBUTING [} CAUSE OF DEATH 
(r F inten NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Manth, eae Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stotey 
Gee cuit While Not stile factory, street, office bldg., hl i 
p.m. jot work [[] at work, 


21. | certify-that | attended the deceased froma ALA WEY ih 15h, te gl.._., 1926. that | last saw the deceased 
alive on_. pe wih Zand that death occurred at ZCla from the causes and on the date oie above. 
4 


\\ rece /O ) f) ADORESS (Street, city or orn om DATE SIGNED 
£: : JE4 ay. Cee xm O14 gh : 
| fears 22 vid. R. Z LY ae a Oe JV 
220. BURIAL, CRE Brey Cen 2b. DATE THEREOF Ze. NAME OF CEMETERY OR Sano Z2d. LOCATION (City, tawn, or county) {State} 
be tinal EN 2 Mennoite Cemetery reese Maryla 
D. LE (aT Reng y 2n-5h | Laer 72- 


INTERVAL BETWEEN 
ONSET AND DEATH 


MEDICAL CERTIFICATION, 


ol 


Poge 4 should be 
burial, crematian, 


If any delay is necessary, please exe- 
4 
i ior r if 


"s Office alang with farm PM3. Page 5 may be retained far yaur files. 


: Page 3 should be used os a burial-transit aa File pages 1 and 2 with the registrar pri 


Hem 18. Give Pages 1, 2, and 3 to the funeral 


, writing the ward “'pending™ ii 


Chief Medical Examiner 


te, 


Fe 1 
t OAECTOR: 


cute the cerg 
forwarded 
TO FUNERA 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 
or remaval. 


VS. ATSME(S) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 u8'746 
. 8744 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ‘icici. aa 


}, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 


“a, COUNTY . 4, STATE b. COUNTY . 
hineton MARYLAND ryland lashinsto 


Wa 
b. CITY OR TOWN {it ounide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neoret! town) 
‘ond give neares! town) 
Hagerstown i year 


. Hage own : 
d. NAME OF HOSPITAL OR INSTITUTION {IF not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE / 
1) ON A FARM? 
/ |_Jackson Convalescent Home 3h2 N. Potomac Street yes] NO 
3. NAME OF First Middle Last 4. DATE Manth Day Year 
-DECEASED OF 
(type or pri) HELEN LUCRETIA MUNDEY bam August 26 19 56 


I 


5. SEX 6. COLOR OR RACE |7- MARRIEO [] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE |in yoo | IFUNDER 1YEAR| IF UNDER 24 HRS. 
z 866 Ea biabert Mopths Min. 
Female White wivoweo BJ ovorceo | May 20, 1 90 on fea Fe] 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) : 
Housewife Hagerstown, Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Gossard ? Fales 


He WAS sean eve iN Or paeo acest 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fa. 0, 0F enn yes, give wor date of servica) 
: no none Roy L. Mundey Hagerstown, Maryland 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one covte per line for (a), (b}. ond {c).} UNTERVAL BETWEEN 


Mouiecaaaalt torte Advanced generalized arteriosclerosis 


UE TO arteriosclerotic heart disease with failure 
rade iv 


ns, if ony, which 0 
Gove rite to immediate cavie 


{o}, stoting the undertying( OVE TO 
couse fost. Ts iy Oe = 
Zz PART fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
ie] >. a PERFORMED? 
5 Senile Dementia yes] NOTE 
© | 00, EXTERNAL CAUSE WAS, [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part Il af item 18.) 
& | PRIMARY C] or CONTRIBUTING 1) 
§ | CAUSE OF DEATH. none 
5 |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED 00. PLACE OF INIURY (Home, farm, 1 20F. (City or town) (County) {State} 
6 Hour 9. m. While Not while feclarie seeoheree am eta 
= pm. None wv at work [] ot work [FJ none H Se =) ia 
21. I certify that | took charge of the remains described abave, held an Autopsy [_], Inspectian fx], Inquiry [], and find that 
death resulted fram: Natural causes [3], Accident (J, Suicide [, Homicide [], Undetermined cause []. 
ACTUAL es Ketees 7 DATE SIGNED 
pes ip, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER [1] -27-56 
EXAMINER'S 8-27 
NAME (Type) Se Robert Wells, MoD. DEPUTY MEDICAL EXAMINER {] 


72a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY ‘Tid. LOCATION (City, fown, of county) (Stote) 
REMOVAL (Specify) C . 
B 2 8/28/1956 Rose Hi emetery Hage own, Maryland 


pote Breas bg ad al H ADDRESS: 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
er-Royzer luner: lome ? 
: eed ose Hagerstown, Mde Vode G3OISTUV GMA tf Lis aan 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1© 
8745 CERTIFICATE OF DEATH V844a7 


oull 


% a Reg. Dist. No. 
a ete - ae = a 
23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If imtitution: Residence before od 
$ 3 ; PLAGE OF 0 nal USUAL R {wi i i ett Si aA fore odmission) 
i oe a WasSningto Mary tang 2Sni neg ton 
= % b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town 
3 ES w ) |, 5 RURAL and ive nearest town) a eer cat wre oy a) 
% a Jey J5 Hagerstown 1 da Hage own 
. i 'd. NAME OF HOSPITAL (IF not in hospitol, give sireet address} d. STREET ADDRESS e. 15 RESIDENCE 
3 Pa TES OR Wastin + G ae eal 58 George Street el FARM? 
2 2 Or ashington Coun ospita. yes] nNo#} 
gs 24 ' g 
8 
2 £6 3. NAME OF First Middle Low 4. DATE Month Day Year 
ore DECEASED OF 
ere Mivrgerra) PEGGY ANN MYERS DEATH August iu 19 56 
c = 
oat 2 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Bercy Femal Whit 66 lost birthdoy) Deys Mi 
ca emale white wipoweo [J ovorceo] | August 19, 19 oe. ray | ni 
v at 
= € a " 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 5 ‘ ig! 
eae 83 | during most of working life, even if retired) 
5 pes none Hagerstown, Maryland U.S.A. 
3B r 8 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 58° 
8 Bee Albert Myers Dorothy Mc Carney 
i) 8 3 35. WAS DECEASEDEVER IN U. 8. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= age (Yet, no, or unknown) (IF yes, give wor of dates of service) 
8 g's ) none Albert Myers Hagerstown, Maryland 
«2 £3 < 
= Eee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), 0 INTERVAL BETWEEN 
8 §22 ONSET ANDEATH 
Os Teas PART |. DEATH WAS CAUSED BY: 
i g § 2 q be. IMMEDIATE CAUSE (a! 
se cet 6 OF OF A 
= fe X } DUE TO 
©) eee 
= 22 > Conditions, if any, which (b) 
3 BES gaye rise to immediate 
Sry Be Bie cose (a), stoting the under. ( OVE TO 
Se%sk lying cause fost. © 
ae 
3.9 3B 8 2 4 4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hop] 19. WAS AUTOBSY 
Epes 545 } aS PERFORMED? 
- : dL. - wee . 
hss sf LLOVPIZE ve BNO 
Koos & | 20a. ACCIDENT WAS UNDERLYING C1 | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
fs iy & | OR CONTRIBUTING L] CAUSE OF DEATH 
eggs & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
2szes & [2c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (Count Stote 
wu oe f { y) {Stote) 
E58e% 2 Hour com, Shlis- cc Nahiw Hie foctory, street, office bldg., etc.) ! 
< eae, 4 3 p.m. 19 Jot work (J ot work [J ' 
ease : 
Ze25 & 21. I certify thot | aftended the deceased fram.__.f///a/_.... 96S, jo... bie , 19. that | lost saw the deceased 
2.9 é A 
cae 32 alive an___% Eft eae ,-. and that déath accurred at. 71354 M/frram the causes and an the date stated abave. 
Eros. ADDRESS (Street, city or town, state) DATE SIGNED 
ce 
oO = a rn ee on nn en ne 3 eee 
°o a 
meiane PHYSICIAN'S 
wedes Aol Se a ne a ne ee es Se Re BA 
= 2 
ry ae iy ° 220. REROVAURECIA 72b, DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
=> 8° specify] 2 s 
5 en af Buria. 8 956 Rose Hill Cemete Hagerstown, Maryland 
- F&F 


2 ie Fhe, fi 


23. FUNI RAL DIR] CTOR'S SIGNATURE a ADORESS. 24a. REC'D BY REGISTRAR 2 yy REDISTRAR'S SIGNATURE . 
Cc owt 4 ly vs g 
Ge. eS om (ore Hagerstown, Narylanite. /Z2/7 SUL WAi fh {ze Z! 


in 24 hours ofter death: Page 4 


icote be executed wit! 


g 
£ 
$s 
v0 
» 
= 
3 
= 
. 
> 
cr 
& 
3 
co 
© 
2 
3 
= 
4 
Vv 
a 
= 
x 
a 
ze) 
< 
a 
E 
< 
oo 
° 
oz 
fs 
= 
a 
° 
= 
° 
4 


. 


ot 


may be retain: 
poge 3 shoul 


the hospital ar attending physician. 
‘OR: After this certificate has been signed by the attending physician and completely filled in by 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Or 
8746 CERTIFICATE OF DEATH a am O84 oe 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


2. COUNTY Washington marvano || TATE og | * COUNTY Frederick 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
“RURAL and give nearest fawn} 


Hagerstown i Day Cullen ap, 


d. NAME OF HOSPITAL (If nat in hospital, give street address) od. STREET ADDRESS: @. 1S RESIDENCE 
_ OR INSTITUTION ON A FARM? 
/ Washington County Hospital ves [] No 


3. NAME OF First Middl 4. DATE 
DECEASED Ly idle last Month Doy 


Yeor 
OF 

(ype or print) John R, Naylor DEATH August 11, 1956 

5. SEX $. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] |B. DATE OF BIRTH 9 AGE (In Tey IF UNDER 24 HRS. 
s jet Y! Do) 

Male White wipowep Pq oivorceo(] | April 24, 1877 pew el | 

160. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ducing most of working life, even if retired) 
/ Farmer Waynesboro Pa, _ ; 


13. FATHER'S NAME - 14, MOTHER'S MAIDEN NAME 


Wm. H. Naylor Edith Wagaman 
15, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


fet. 96. or unknown) {It yes, give wor or deter of service) o 2 ij - g q # 
No KX fewellyrr, I aghes Z Lid 
18. CAUSE OF DEATH [Enter only one couse per line far (0), (6). ond (c)-] 7 INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Two Weeks 


f ; DUE TO 


ineral director, 
id be filed with 


death. 


bon popers. Pages 1 and 2 


to burial, cremation, ar removal, and in any event within 72 ha 


urs oft 
’ 


Then please remay. 


Conditions, if ony. which (b} 
gove rise to immediate 
cause (0), stoting the under ( DUE TO 


lying couse lost. « j 


— 
Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfay{ 19. pei ede 
Arterioschlerosis ves] No(y 


20a. ACCIDENT WAS _UNDERLY! 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE O} TH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED, [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} {County} (State) 
Hour 0. pr. While Not while factory, street, office bldg, etc.) | 
= p.m. 19 lot work (J of work [7] t = 


21. | certify that | attended the deceonad fram__.__2/ 2, «1 19.29 to. 8/92... 1956 that I tost saw the deceased 


alive on_____© pa eer NR, and that death accurred at_. 25 Aa Meom the causes and an the date stated above. 
ADDRESS (Street, city o town, stote) DATE SIGNED 


-transit permit. 


MEDICAL CERTIFICATION, 


detoched for use os the burial: 


ACTUAL 
SIGNATU! 


PHYSICIAN'S 


NAME (Type) Je G. Warden, M.D, sey 


“Zio. BURIAL, CREMATION, | 22. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Wad. LOCATION (City, town, or county) 
REMOVAL (Specify) 8 i, 
/ 5 St. Jacobs Fairfield, Adams 
bh 


23. FUNERAL DIRECTOR'S SIGNATURE 7 ‘24g.REC'D BY TBC. b 


TO FUNERAL 
the registrar pric 


7) 


joer / 


‘8 ‘A AVaUnS 


sc6T 9T OnV 


, Ni 
Argo 


Ny ix 1 Bua ore DEATH 


inerol director, 
id be filed with 


bd 


Poges 1 and 2 sit 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 C8749 
8747 CERTIFICATE OF DEATH a 


Zz ee acon {Where deceosed lived. If institution: Residence before admission} 
b. COUNTY 
"Mary ‘land Washington 


¢. CITY OR TOWN {If outside corporote fimits, write RURAL ond give nearest town) 


Washington L spied asad 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib 
RURAL and give nearest town) 


Then please remove corbon popers. 


10 buriol, cremation, or remaval, ond in ony evenswithin.72 hours after death. 


Zz 
Q 
= 
< 
S 
tS 
& 
fr 
0 
a 
z 
eI 
6 
a 
= 


‘OR: After this certificote hos been signed by the ottending physician and completely filled in by 


the hospital or ottending physicion. 
letached for use os the buriol-tronsit permit. 


may be retoine; 
TO FUNERAL DI 
page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs after deoth: Page 4 
the registror 


ag own Life Lagerstow 
d. NAME ‘OF HOSPITAL (If not in popes give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
142 Broadwa 142 Broadway ves no] 
3. NAME OF Fi Mic 4. DATE ith, Ye 
DECEASED La iddle ry DA Mon Day cor 
regs Priel Mary Theresa Nehring DEATH Aug. 2519 56 
6. COLOR OR RACE 17. MARRIED if] Never MARRIED TO [8 pate oF sietH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bicthday) [Months] Doys Min. 
Ner White _|wioweo tC} pvorce 10=1-1877 8 ys. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) : 
Housewife Hagerstown, Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Augustus Nierman Philomena Speckman 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a, | W¥e1. no. oF unknown) AIF yas, give wor or dotes of service] = A x ‘ 
NO NONE William C. Nehring, Hagerstown, Maryland 


1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b), ond (c)-] INTERVAL BETWEEN 


5 a ONSET AND DEATH 
PARTI. DEATH Was cause ey Arteriosclerotic months 


angreneof left foot 


sf ; DUE TO 
ok : “ . 
Conditions, if ony, which wy Generalized arterioscless 
gave rise to immediate 
co¥se (0), stating the under. ( OVE FO 
lying couse tost. fel 
Pant It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To) ] t9. fesaiMis el ear 
Osteoarthritis for 19 years ves) Nog 


200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 16.) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
— 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a.m, White. _. Net white foctoty, street, office bldg., etc.) | 
p.m. 19 Jat work (J of work (J ' 


21. | certify that | attended the deceased from 2UMIMEL 9 Of to AUBUSE 6019 OC that | last saw the deceased 
alive on August 3 .., and that death accurred atLO 2:15 Ay, fram the causes and on the date stated above, 
: ADDRESS (Street, city or town, stote) DATE HONE 
seu no 22 110 North Pevomas, Sieet vO ae 
er ay 
PVSICIAN's R. A. Bell Hagerstown, Marylmd 


2a. is cee ‘2b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county) (State) 
MOVAL (Specify +h? : 
Burin 8-28-1956 Rose Hill Cemeter Hagerstown, Hlaryland 
2B. te 
Bosna 


240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


huey Bel ?5t, ded fifo vw 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death: Page 4 


= SIGNATI 
cas 
es Nanetyed__Dire David Re Brewer Sune epabeve (of 
33 ii ? Ta. waco CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county} (State) 
ae Aug.21,1956 | Mount Olivet Cemetery Frederick, Maryland 
|23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. LY REGISTRAR -| 24b. Rj RAR'S SIGNATURE 
VS.A15 0 M. R. Etchison & Son,Frederick, Maryland iit nice TTS Ch. Fees “4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8778 CERTIFICATE OF DEATH 


= 


Wantvis 
! nag Me 


Reg. Dist. No. 


se 
2 ¥ 1% ae 2: aeyranee rence (Where deceased lived. If institution: Residence before admission) 
= o ls b. COUNTY 
38 Washington MARYEAND Maryland Baltimore 
1 3 M b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town} 
s \ RURAL and give nearest town) 
eS erstown-Rural-ReDe¥ Since 19$1 Irvington 4 
e d. NAME OF HOSPITAL {ff not in hospital, give street address) d. STREET ADDRESS: @. 1S RESIDENCE 
“ / OR INSTITUTION is ‘ON A FARM? 
Gateway Nursing Home ves] NORK 
3. NAME OF First idl lost 4. DATE a Ye 
DECEASED 4 —- . law ps Month pr eo 
(Type or print 4 VISTORIA MIN DEATH Ss 19.5 


A R24 HRS. 
5. SEX 6. COLOR OR RACE | 7. & RRIED [} NEVER MARRIED. oO 8. DATE OF BIRTH 9. AGE (In year WF UNDER 1 YEAR| IF UNDER 24 HRS. 
i 4 Days | Hours| Mi 
Female White woweoKK _vvorceo] | May 30, 1879 


yam, | 100. Ios OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign Lt 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
I Housework Home Maryland USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Silas L. Rickerd Mary Hart 


be WAS DECEASED EVER IN U. S. ARMED. rote’ 16, SOCIAL SECURITY NO. |17. INFORMANT 
ppt IR alg SE meee 610 malftary Road, 
No No None Mrs. Luther Mahone k, Marvland 


18. CAUSE OF DEATH [Enter anly ane cause INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


A IMMEDIATE CAUSE (0! OetaAwr— 


fd DUE TO Vi 3 


Conditions, if ony, which rf 
gave rise fa immediate 


Then please remave carbon papers. Pages | and 2 


couse (a), stating the ynder. { OVE TO 
lying cause last. te) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/19. WAS AUTOPSY 
ves(} NoXX 


ate has been signed by the attending physician and completely filled in by 


20a. ACCIDENT WAS UNDERLYING on 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I ar Part It of item 18.) 
‘OR CONTRIBUTING 1) CAUSE OF DEA) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 208. eae OF INJURY (Home, farm, 1 20f. (City or town) (County) (State) 
Hour a. n. While Not =i factory, street, affice bldg., rely ' 
pom. Jat work [] at work = 


21. & certify,that 1 attended the deceased from: Sit SE, t0 RC /O7_, 19S £athat | lost saw the deceased 
coment 15s G.. and that death occurred at LOA ; trom the causes and on the date stated above. 


os sen vg Jl pl 


MEDICAL CERTIFICATION: 


the hospital or attending physician. 


€ 
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s 
ro) 
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Ae 
ct 
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5 
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5 
8 
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¢°A avadne 


qs 


wt 
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8779 CERTIFICATE OF DEATH set Mee 


gah teal a. Coda ce (Where deceased lived. If institution: Residence before admission) 


0. STAT b. COUNTY 
MARYLAND 
LY A, AND A f\ iV 


b, CITY OR TOWN (If outside corporole limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR 3 'N (If outside corporote limits, write RURAL and give neorest town) 
RURAL ond give nearest Lead 


ah 


eral directar, 


~ 


by le AR = N KO j= 212 A 
d. NAME oF HOSPITAL cr not in hospital, give r sireet address) d. STREET ADDRESS: @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Mo? Beene 
3. NAME OF T i a 

DECEASED First Middle ee Month Doy Yeor 

(Type or print) # Ld r) = = 2A AID A 19 t 


7. MARRIED [Bf NEVER MARRIED [_] |8: DATE OF BIRTH 9. AGE (In yeors RIIF UNDER 24 HRS. 
lost birthdoy) on Days Hours Min. 
- |wioowen 1) pivorceo [) Ti be: 


. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g.most of working life, even if retired) 


~ fy 
13. FATHER'S NAME Va. GTHERS MAIDEN NAME 
OWARD NO 11% 
1S. WAS DECEASEDEVER IN U, S. ARMED FORCES? {16. SOCIAL SECURITY NO. | 17. INFORMANT 
(Yes, no, oF unknown) I yes, give wor or dates of service) 
8 NONE NAKS, & NN =_ MD. &. | 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE fo . Aire 


. DUE TO 


Conditions, if ony, which b) 
gove rise to immediote 
DUE TO 


cose (0), stoting the under- 
fying couse lost. ©. 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. raat tea Ls 


yes} No] 


‘aid be filed with 


Qe be NAH 


®: 


ne 


ed in by 


Pages 1 and 2 si 


Pm. 


ae 


1 within 72 IOs 


Then please remave carbon papers. 
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ires 


in any event 


te has been signed by the attending physician and completely 


ACCIDENT Neyarecuserny a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port bor Port It of item 18.) 
‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (State) 
Hour om. While. Not while factory, street, office bldg., 
p.m. 19 fot work [J ot work 1} y ‘ 


21.1 certify, that | a met. the were from. baa aa bf... 19$_&, to ---"Jec_., 19s1_4,that | last saw the deceased 


| bes --+ Fd that/death accurred at 20! A . fram the causes and an the date stated abave. 
ADDRESS (Stregt, city or town, a4 VE FATE SJGNED 
3/J 


A ng, nnn DADE Met Wot) ji 


ACTY, 
Higighd 
ws UG. Whe les Be ll ie 
‘Mo. BURIAL, —— ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d LOCATION (City, town, or county) rm (Stote) 
PREMOVAL (Specify) q cf «@ ts 
b Aut Ss: o [eon sero JEM TE [2 OO 0 AS. Co: 


JNERAL DIRECTOR'S SIGNATURE 2do. REG'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


vate g. -19.56| Neo Kathets 


MEDICAL CERTIFICATION 


After this certifi 


the haspital or attending physician. 


‘OR 
detached for use as the burialtransit permit. 


OR ATTENDING PHYSICIAN: The law requ 


9. 


the registrar prior to burial, crematian. or remaval, and 


may be retain 
TO FUNERAL DO! 
page 3 shoul; 


< TO HOSPITAL 


a 
> 


£ 
25 
as 


402 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


cel 


; x ATE OF DEATH 
s3 8748 MEDICAL EXAMINER’S CERTIFIC nee. bie. te. 33025 
$3 8 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Intitution: Residence before odmission) 
5 § SIS. tN Washington mamuano || “SE Maryland bcouny Washington 
| > ~ 
ze 3 : B. CITY OR TOWN 1 win corner init wie uate. LENGTH OF STAY INTb || c. CITY OR TOWN (IF cunide corporate limit, write RURAL and give nearest town) 
fs cf a ere 
oie? \ las Hagerstown 3 weeks R #1 - Williamsport 
a 5 —< d, NAME OF HOSPITAL OR INSTITUTION {ff not in hospital, give street address) d. STREET ADDRESS. e. A REDENCE / 
re: 5 ae Washington Countv Hospital R #1- rural ves] No’ 
3—=5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
$ -DECEA: 
3bse Type oe print) Edward James Pearman Beart Aug. 9 19 56 
os Be 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-}| 8. DATE OF BIRTH 9. AGE a IF UNDER 24 HRS. 
Ae Male White |woowepy  ovoreg | Apirl 11'1886 70 ~_ [eg 38 | i 
2 3 10a. USUAL OCCUPATION eae kind of work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
fa during ri wen. if re 
3 f Rettyad BYroStinaker self Baltimore USA 
2 
> ee 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
4 Warren - Pearman unknown 
° 
ao 


Fil 


bf rae all AS ‘sr et 16. SOCIAL SECURITY NO. }17. INFORMANT Addretw Ss ‘ermon s 
214-0%3-6336 Edward J. Pearman, Jr- fnitanasnor set 


18. CAUSE OF DEATH [Enter only one couse per line for {o), (b), ond {e).) EN 
PARTI, TH WAS CAUSED By: 
ae: CEATT MEDIATE: CAUSE {0} Compound frac 
fh DUE TO Chirhosis of liver 
Conditions, if ony, which ) Acute Cerebral hemorrhage 4 pres 


gave rise to immediote coure 

(0), stoting the underlying, OVE TO 

couse lost. i. (9. 
ra PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(0)/19. pre Ti ee ah 
= MI 
g alcoholism yes] Nof 
& Ro: Bre AL ee MENS = 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 1B.) 
is or 
$5 | CAUSE OF DEATH. Fell off step ladder while painting at home 
3 2c. TIME OF INJURY Month, Day, Year pes INJURY OCCURRED. |200. PLACE OF INJURY (Home, La T20F. {City or tawn) (County) {Stote) 
6 Hour Not white) factory, street, office bldg, etc. 
= July 19° 56 ot work C2] otwok G Home i amano tle ah Md 


21.1 sale, ie | took charge of the remains described above, held an Autopsy [_], Inspection [¥], Inquiry [2 and find thet 
death resulted from: Natural causes [_], Accident & Suicide [], Homicide [], Undetermined cause [7]. 


Chief Medical Examiner's Office alang with farm PM3. Pa 
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AECTOR: Page 3 should be used as a buriol-transit permit. 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


e Helin K f, J i Liag TF te LL M.p, CHIEF MEDICAL EXAMINER [] ooh a 2 
Bee ASSISTANT MEDICAL EXAMINER [7] 8-10-56 
23s 8 NAME (eral S. Robert Wells. M.D. DEPUTY MEDICAL EXAMINER &X} 5 
git To. Be ior 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (re 

ra Ag 8-12-56 Greenhut Williamsport- Wash- Md 


‘ ee Ms, Z 7 "ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SI 3 URE 
ee a) 4 f= Williamsport, Ma. [ft Ma. 14,1956 bfead 


. 1B A nvauna 


9c6t OT Ont 


O39 Ya 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08854 


all 


C 


sap DATE SIGNED 


me; Zz, > \ 
ACTUAL ee TOPs yet 
Signature“ 4 CeCe YCELE Lup, CHIEF MEDICAL EXAMINER (J 


’ j 
bg oe R790 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 30S 
— { ®) Reg. Dist. No. 
83 £ sy, | PRAGE OF DeaTH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
5 i 
a2 5 2 Washington marviano || STATE Maryland COUNTY Washington 
ze b. CITY OR TOWN [if ovtide corporate limit, writs RURAL |.c. LENGTH OF STAY IN Ib || _¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest own) 
88 ‘ond give neoreal town) 
~ Boonsboro Keedysville- Rural 
@ d. NAME OF HOSPITAL OR ey TON (if not i pres or aebile d, STREET ADDRESS. e teeny 
e 
323 3 None = Main eae 1_ Keedysville ves] No] 
bse S 
Bos £ 5 BRS First Middle 4, Pe Month Doy Yeor 
redo Mietat ons) Har: - mites et 4 1956 
a cohD he i ae &. COLOR OR RACE |7- MARRIED ER] NEVER MARRIED [J|®. DATE OF eiRTH 9. AGE tm ¥9 
=g2e 
eote ~ White [wows  oivorceo July 29,18 BO yee 
8m ‘s = 10a, USUAL OCCUPATION {Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
TH eN ) during most of warking life, even if retired) . 
B5gt /|__Farmer & Stock Dealer Own Farm Sharpsburg- Wash Co. USA 
4 s >e 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3308 0. Hicks Remeburg Alice D. Nicodemus 
x 2 go ie WAS ee — IN U.S. re eee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
hn ering I yes, give wer oF date of service) 
EgcE () iad none Mrs. Olive Remsburg ~- R # 1 Keedseyville, Md. 
20s. = 
2 a 2 ¢ 18. sis bos i el San per line for (0), (b}, and (c).] INTERVAL BETWEEN 
SU ba “IMMEDIATE CAUSE (0) clerotic myocradial heart disease 2 yr 
Bells 
S528 | DUE TO with myocardial failure- grade iv 
ae ee Conditions, If ony, which 0) 
Ses 
= gove rise to immediate couse 
BePe {0}, stoting the underlying( CUETO Rheumatic Heart disease 20 yrs. 
8 So - couse lost. = (e 
fers 8 3 ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Nema 
= = .- ' “——— PERFORMED? 
£63 5 mur. ee 
cu “ rary ., i 
Be 3 5 Priwany Eloy CONTRIBUTING d 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port II of item 18.) 
2 §2 o AU: F DEATH. none 
: Jo & | 20c. TIME OF INJURY = Month, Day, Yeor =| 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
t= 8 Hour a.m, While. Not while foctary, street, office bldg., etc.) | 
= a ae 2 pm none ot work [] ot work [] none ' a - - 
fz é 21. Leertify that | tack charge af the remains described abave, held an Autapsy [[], Inspectian CH. Inquiry C1. and find that 
tS death resulted from: Natural causes [XJ], Accident [7], Suicide [1], Homicide (2. Undetermined cause [7]. 
S 
OF 


as 


ASSISTANT MEDICAL EXAMINER [_] 
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Sue 
EXAMINER'S 
£2 $ NAME (Type} S. Robert Wells, M.D. DEPUTY MEDICAL EXAMINER [3] 8-6-56 
gia . BURIAL, CREMATION, |22b, DATE THEREOF Zic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stole) 
ae REMOVAL (Specify) 
i Uria f- rs Mountain ew eme ri Sharpsburg Wash Md 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Za8. RECD BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
VS. AISME(5) 4 
pare Bast Funeral Home - 5 oate( jug «tor 1VS we 


G = 


5 A fiyauns 


0 Pd 
Uy Ars | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 iS 7 5 5 
8749 CERTIFICATE OF DEATH ca: hecie. Ga 


all 


7 c. £ = 

> % 4 (wy a 1. be es eal FA ie else 3 (Where deceased lived. If institution: Residence before admission) 

8 ( °. ' 5 EF 

© 53\ ™ Washington MARYLAND Mad. beCOUNTY vere nN. 

2°35 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

gS 62 Hs RAL ee nd, give nected! town) 

ee 29 years Hagerstown 

Ss od. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
[o} ” OR eee tron INA FARM? 
tess 1016 Mulberry Ave. yes [] No Pi 
3 

2 £6 3. NAME OF First Middle lost 4, DATE Month Doy Yeor 

iS = DECEASED ’ 3 fe 

ae (Type or print) Paul Edward Rider DEATH August 16 19 56 
= o 

£ 5 
= a 


$. SEX 6. COLOR OR RACE |7. MARRIED L.NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in or RIF UNDER 24 HRS. 
e r lost YY) | Months] Do; Min. 
male white |wrownt _oworeo |May 17, 1900 Sores Segoe i 


3 

oO 

2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) =, 

3 staff Mg insurance Co. Berekley Springs ,W.V@. 

on 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

zi Edward A. Rider Sarah Payne 

= 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
i ect Cee eee Mrs. Pearl Rider, Hagerstowh, Md. 


] 18. CAUSE OF DEATH [Enter only one couse per line for (0), (bl, ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. ATH W, 
DEAT MERIT RUSE fo Coronary THromeosis ee eas 


DUE TO 


Then please remove carban popers. 


Conditions, if any, which 6) ArTERtO ScLeRos 


goye rise 10 immediote 
cotse (0), stoting the under- DUE TO 
lying couse lost. (ch 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 


PERFORMED? 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (Cily or town) (County) (Stote) 
Hour o. m, While Not sie factory, street, office bidg., etc. 
pom. wv lot work [7] of work 


21. | certify yept Lattended ig Pa Lae ea fPO-E (619.4 _* thot | lost sow the deceased 


MEDICAL CERTIFICATION 


alive Re, mal? and that death accurred at_. aA, Op the causes and on the date stated above. 


li — ADDRESS (Street, city or town, stote) DATE SIGNED 


St. 
iyo) J. HH. Beacuiey, M. Pe ee a ee om ATS 6 
8-18-56 Rest Haven Cemeter Hagerstown, ld. 
ZB. RRA DIRECTOR: $ eNesuNG ADDRESS 24a. REC'D BY REGISTRAR 2db. REGISTRARS SIGNATURE 
0) Scott F. Minnich & Son, Hagerstown, Md. |g /S (PSIG bithdo avert)! 


S 


TOR: After this certificote has been signed by the attending physician and completely filled in by 


detached for use as the burial-transit permit. 
the registror priar to burial, cremation, or remavol, and in any event within 72 hours ofter death. 


y the hospitol or attending physician. 


uy 


H 


9. 


YLAND. 


a 


page 3 shou/g 


PITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certifi 


5 
moy be retain: 
TO FUNERAL 0 


_- TOHO 


a 
A 
2a 


rr 
= 
2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08756 
8787 MEDICAL EXAMINER’S CERTIFICATE OF DEATH a 7) 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 


2, COUNTY fagwine ven warvunn || ° STATE Marylend > SUNY Washington 


b. ony OR TOWN {if ovtside corporole limit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
ord gic eeras 
Brownsville lyr Brownsville 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS . pre 09 


at home - 


yes] noCK 


3. NAME OF 4. DATE Month 


First Middle low Doy Yeor 
Gye etnich David Henry Roelkey 3rd | Sham Aug. pie} 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED fX] NEVER MARRIED (_}| 8. DATE OF BIRTH 9. AGE (in yeou  [IFUNDER 1YEAR] IF UNDER 24 HRS. 
peas over) Months | Days ‘Min. 
Male White — |wiooweo) _oivorceo J 30-18 58 om. [nee 


100. USUAL OCCUPATION { rive kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ‘ 
{ Conductor Be& O Railroad Knoxsville, Md. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


David H. Roelkey, Hr. Helen Hightman 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT 
fies. #0, oF unknown) {if yes, give wor or dates of service) ‘e 
Yes JW. 10-09-44) Dewy 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).) INTERVAL BETWEEN 


‘ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


eee Gun shot thru skull into brain 
Conditions, if ony, which fb) 
DUE TO 
couse lost, ie te 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. ee ple 
————————— PERFORM 
none 


Pe: EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Part II of item 18.) 
Caseorbean Neo Shot self after having shot wifewith a .32 calibre revolver 


Day, Be a, ae ee eT it a 
20c. TIME OF INJURY Month, Day, Year] 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 1207, (Cily or town) icomtyy ro 
road Not while factory, street, office bidg., ete.) } 


Auge 16'56cr mont] awor ome ' Brownsville Wash. Md. 
2). I certify that 1 toak charge of the remains described above, held an-Autapsy {fais Inspection [A Inquiry [1], ond find that 
death resulted fram: Natural causes [}, Accident [1], Suicide [2 Homicide [], Undetermined cause [[]. 


MEDICAL CERTIFICATION 


ACTUAL > DATE StGNED 
SIGNATURI cp, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER [] 8-20-56 


RAME (ype) S. Robert Welle, M.D. DEPUTY MEDICAL EXAMINER oo 
Tio. BURIAL. CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 7228. UQCATION (Cily, town, or epunty) (Stote) 


Duran -21-19 56 |x. Ch pet 6 ey ames thd 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE o° 
G - 4 A 
TTuddbs bet -_lonlig 22./95¢\ Maratha cn higeribd 


or removol, 


age 4 shauld be 


If any deloy is necessory, please exe 
a 


lem 18. Give Pages 1, 2, and 3 ta the funeral 
File pages 1 and 2 with the registrar priar ft buriol, cremotian, 


transit permit. 
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2 Chief Medical Examiner's Office clang 
CTOR: Page 3 should be used os o burial: 


mt 


TO FUNERAL p, 
or removal 


e, writing the ward “‘pending 


cute the certg 


TO DEPUTY MEDICAL EXAMINER: This certi 
farwarded 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 8757 
8782 MEDICAL EXAMINER’S CERTIFICATE OF DEATH eee 


. PLACE OF DEATH 
0. COUNTY 


2, USUAL RESIDENCE (Where deceated lived. If institulion: Residence before edmission) 
. STATE b. COUNTY 
Maryiano || ° Maryland Washington 


b. chy OR TOWN mt a ae Sn so RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
pe earn 
wien. lyr Brownsville $ 


d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street address) d. STREET ADDRESS . tipo 7 
at home - ves [] no 


 H NAME OF First Middle Lott 4. DATE Month Doy Year 
yore Brinn Eleenor Ade Roelkey Siam Aug. 1s 196 


5. SEX 6. COLOR OR RACE |7- MARRIED NEVER MARRIEO [_]| 8. DATE OF BIRTH 9 ee IF UNDER YEAR| IF UNDER 24 HRS. 
th in, 
Female White |wioweot]  oworceo Feb. 12,1924 32 yn. eH ad) | oe eg 


100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of “te file, even if retired) 


Housewife House work Waterton, N. Y. USA 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Leslie Holkins Lois Stone 
i WAS a yi IN u. 3. ieee ee 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
on Be och or dai cosa 
No oes Lesley Holkine, Phila., N. Y. 


18. CAUSE OF DEATH [Enter only one coure per line for (a), (b). ond (c).] INTERVAL BETWEEN. 


ONSET AND DEATH 
PART {. DEATH WAS CAUSED BY: 
7 IMMEDIATE CAUSE (a) 


oe Gun shot thru skull into brain 


Conditions, if ony, which “(b) 
to immediote cove 
joting the underlying( OVETO 
couselot, = (¢ 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. Pea 
yes 


None 
20, EX 20b. DESCRIBE HOW INJURY OCCURRED. (Ent i F injury in Port 1 or Port II of item 18. 
ane her eBnieivtiING o (Enter nolure of injury in Port | or Port Ii of item 18.) 


CAUSE OF Shot by husbend with 32 calibre revolver 


20c. TIME OF INJURY Month, Day, Year [20d, INJURY Nie 20e. PLACE OF nuuRy Home, ae T20F. (City or town) (County) (Store) 
1% eX While Nat while wi AR i ot H 
Tbe 56 |e won D) owen C2 Home ‘Brownsville Wash Md. 


21. cae that 1 took aac of the remains described abave, held an Autapsy [_], Inspection [47 Inquiry (0. and find that 
death resulted from: Natural causes (J, Accident [[], Suicide [], Homicide Undermine couse [[]. 


SeNAT 7 duel xd ma.p, CHIEF MEDICAL EXAMINER [7] DATE SIGNED 


MEDICAL CERTIFICATION 


SONATUI 


ASSISTANT MEDICAL EXAMINER [7] 90! 
NAME (type 8. Robert Welle, MoD. QEPUTY MEDICAL EXAMINER niin: 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CRE TORY Me ant iva ya of county) (Stote) 
REMOVAL (Specify) 
: 23-1956 |W 


aN 


Age 


of 


coved 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 p 897 5 g. 
8759 CERTIFICATE OF DEATH sicithiine “SO 


1 ee vi gee we (Where deceosed lived. {f institution: Residence before admission) 
a. s b. COUNTY 4 
RYLANO 
ashwnate pe AbAK Lh 


b, CITY OR TOWN (If outside corporat®limits, write | ¢c, LENGTH OF STAY IN Ib c. CITY OR a (lf ae corporote limits, write RURAL ond give nearest town} 
RURAL and give nearest town) 
fag ers wks le / 
4. NAME OF HOSPITAL gf not in Ses Tot image alares| cd. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTJON ? ‘ON A FARM? 
La Shin FTP oO. LfO5h1 Fa ves] no] 


3. NAME OF First (/ =z 3 Doy Year 


neral directar, 
be filed with 


CEASED — 
(Type or print) eg 


" ai 
5. SEX 6. COLOR OR RACE ]7. MARRIED fl never 5 9. AGE Up — If UNDER 24 HRS. 
pip toy) ~ 


100. USUAL OCCUPATION (Give kind of = done] 10b. KIND OF BUSINESS OR INDUSTRY |41. BIRTHPIACE (Stote or foreign coun! 


¥ C Ban: try} 12. CITIZEN OF WHAT COUNTRY? 
Ma te Lt Le dad G. Saad LSA. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


QO: €. MMe Oye fvrk 
1S, WAS I PORES 5 2 U.S. ARMED oy 16. SOCIAL SECURITY NO. ee Y) yi, Add POLY 
. Ye Give woyor dotes of service 4 & 
A bi OF-F ald ULL. LE = Mun Av h Lt aad 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (0). ond (<)-] a F INTERVAL BETWEEN, 
PART I. DEATH WAS CAUSED BY: e¢20 eo ps : yF 
IMMEDIATE CAUSE (6! \AAMAAA PLE OOK HIFE = OS 
DUE TO 
7m 
Canditions, if any, which Ghd Ale LULL A OO) e's 


gove rise to immediote 


cavse (0), stoting the under. ( OUETO 3 : ae 
aan el ea w. Celene US ey ARES “Us bes LO-RSSSE 


Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(o)|19. beer, AQTOPSY 


FORMED? 
Yes [] NO 

200. ACCIDENT WAS UNDERLYING 11 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, 2g Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ¢ 20F. (City or town) (County) (Stote) 

Hour a. n. While Not ti factory, street, office bldg., etc. b 
p.m. lot work [_] ot work 


21. | certify that ape deceased — ee ey) —pto GiuG.., 19.2Z,that | last saw the deceased 


alive on_.%-4 Ie \ 12_...-,-, and that death occurred oie ‘M, fram the causes and an the date stated above. 
"ADDRESS (Street, city or town, state) DATE SIGNED 


Pages 1 and 2 si 


Then please remave carban papers. 
vent within 72 hours ofter death. 
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is certificate has been signed by the attending physician and campletely filled in 


detached far use as the burial-transit permit. 
MEDICAL CERTIFICATION 


y the haspil 
the registrar priak, to burial, crematian, or remaval, a! 


TOR: After 


ACTUAL 
SIGNATUR 1 te Sen ee re ee 


A 


page 3 shaul 


PHYSICIAN'S 
NAME (Type Pa eee ee ae Se ee ee 


‘Zo. BURIAL, CREMATION, o 2 vf: CEMETI RY 2) ey TORY Z2d. LOCATION (City, town, gr count) 
REMOMAL (Specify) an 
2 TSC (Bs in 


wP eee 
Ch NF dL |, PSL bhi {77 


moy be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 svi 59 


=i 


: ED NER’S CERTIFICATE OF DEATH 
H a & M ) R MEDICAL EXAMI sc Reg. Dist. No. 292 2 
23 t- fi, PLACE OF DEATH P 2, USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
2505 2 COUNTY Washington marvuno || @SATE = Maryland =». coun’ Washington 
ray 3 b. CITY OR Aas alk {W outside corporote limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If ouhside corporote limits, write RURAL ond give nearest town) 
2 - 
35 a Hag eerstown, Md. 40 mine Hagerstown, Maryland } 
ee d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital, give street oddress) ‘@, STREET ADDRESS «IS RESIDENCE 
3 
Sag Mv y Washington County Hospital Md. Hotel- 106 W. Washington St ves] NO 
; 'y 3. NAME OF First Middle Lost 4 DATE Month Doy Yeor 


(Type or print) George Daniel Shubert DEATH August 12 19 56 


If ony delay is 


ing the ward “‘pending™ in pencil in Item 18. Give Pages 1, 2, and 3 ta the funeral 


@ Chief Medical Examiner's Office alang with farm PM3. Pa: 


ge 5 may be retained for yaur files. 


& 
ao 
Fi 
3 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED 8. DATE OF BIRTH 9 eels IFUNDER TYEAR| IF UNDER 24 HRS. 
2 5 7 
E £ Me. ite wiboweo [] Divorceo [J May 14, 1889 67 yrs. neal hea oS 
8m os 10a, USUAL OCCUPATION iii kind of or done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 2. CITIZEN OF WHAT COUNTRY? 
7 “ during most of working |i ven if retired) 
B5eR Farm Work Agriculture Washington County USA 
‘Sa? 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Sr es John M. Shubert Anna Elizabeth Bowman 
ere 
oe 2 
= 


ne Ns OS gi abe igus al vaby decd 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es World War|1 214-14-6068 Mildred Sprecher - R # 4 Hagerstown, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c).) INTERVAL BETWEEN 


i e ONSET AND DEATH 
peddle DEATH MEDIATE CAUSE fo} Myocardial Infarction 
} DUE TO Acute myocardial dilatation 


Conditions, if any, which 
Gove rise to immediate couse 
{9}, stoting the underlying( OUE TO 


couse lost. ( 


s 


z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN TN PART T(a19. WAS AUTOPSY 
5 none es a et oO 
© |200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enier nature of injury in Part ¥ or Port Il of item 1B.) 

& | PRIMARY C) or CONTRIBUTING CJ 

5 | CAUSE OF DEATH. none none 

3 [ie TIME OF INJURY Month, Day, Year om ae OCCURRED ]20e. PLACE OF INJURY (Home, Form, 120%. (City or town) {County} (State) 

8 Hour 9, m. Net i vile Factory, sireat, effice bid, whe.) | 

= p.m. none 19 “4 ak O ot none H - - - 


21. I certify that | took charge of the remains eee above, held an Autopsy fk], Inspection [9 inquiry [1], and find that 
death resulted from: Natural causes { J, Accident (J, Suicide [], Homicide (0. Undetermined couse (7). 


aa) _ ? 
OOTUAL f / Z ‘he tag ne chE 5s) mp, CHIEF MEDICAL EXAMINER [7] ae 


ASSISTANT MEDICAL EXAMINER [[] 


ECTOR: Page 3 shauld be used as a burial-tronsit permit. 


i 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 
cute the ceriZgdate, wi i 


Ras 
= ry 8 NAME (yee) = S 6 Robert Wells, M.D. DEPUTY MEDICAL EXAMINER X] 8-14-56 
é rd © No. LS Ra 2b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county} {Stote} 
295 A (Specity Aug.15,1956 Rest Haven Cemetery Hagerstown Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 2da. REC'D BY REGISTRAR = | 24b. REG) STRAR'S SIGNATURE 
VS. AISME(5) 1 Ch 1I H Sefereaa < Hel A ISAP, 7) 
5M 9/55. Rest Haven Funera. apel Inc. Hagers yMd. (hee /S, Lito, LML 


OO NGwK Oven, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Dr.Brewer StS CERTIFICATE OF DEATH sat 


a bee OF ae 2. aya pone {Where deceosed lived. If institution: ere before admission) 
b. COUNTY 
Washington Varyland Washington 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
URAL ond give neorest town) 
agerstown RFD yro. Hagerstown 


d, NAME re eit {tf not in hospital, give street Ee d. STREET ADDRESS e. 1S RESIDENCE , 
oR ey TIO! 4 ON A FARN? / 
ene. y Nursing Home 1016 Oxford Circle yes (] No) 
3. NAME OF First Middle lost 4, DATE Month Day Yeor 
DECEASED 


(hype o° rit ANNA MAY SuITH cam August 97, 1956 


5. SEX 4. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] |B. DATE OF BIRTH 9. feet tf UNDER 1 YEAR| IF UNDER 24 HPS, 
Feunie | White  |woowex vor | Oct. 29,1680 | FS mm] Om | Hon] 


100. Titel See tus ree kind cf egos 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring most of worki even if reti , 
HoUsevLTs Own Home Huyetts, Maryland USA 


13, FATHER’S NAME ‘14, MOTHER'S MAIDEN NAME 
Granville Lefever Rebecca Hoge 
1x WAS aed pits sl U.S. SMEG RCE 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es, no. ee mown es, Gre wer-or service) ; aT 
No =----- | None Mr. Lloyd L. Swith=Clearspring, R#¥1 


18. CAUSE OF DEATH [Enter only one couse per line for (0), { on ().] \ INTERVAL BETWEEN 


y fe} Lee 3 DEATH 
PART I DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 AV 64 Be AL Lady oo 


953.7 DUE TO rai 
Conditions, if ony, which ® aes, UAL Ke ch bz. Pare PLOWLP 


gove rise to immediote 
catse (0), stoting the under ( DUE TO 
lying couse lost. te 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)]19. WAS AUTO?SY 
ves(] Not) 
200. ACCIDENT WAS UNDERLYING []__ | 20b. Df TF E HO’ RY OCCURRED. (Exger-qature of injury in Port | or Port Il obitem 18.) 
OR CONTRIGUTING [BECAUSE OF DEATH Yy ‘ss iY 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 0G ay eA! 
20c. TIME — "ge Doy, Year | 20d. INJURY a LUIEE OF INJURY (Home. form, 1 20F. (City oy town) iGo ty) (tote) 
Hour o. m. As 7 While Not aus i ey street, office bidgt, etc.) | J 
ohm: 19 elmo Do plathwe ae ee Li, eo ig 


at | dttended the deceased song Va sas ee | last saw the deceased 


a bod thg Reh Raescied aLZée OY Dom the causes and an the date stated above. 
‘ADDRESS (Streep ci wn, stoteh, Md.3 SIQNED 


08760 


Id be filed with 


: 


Pages 1 and 2 


Then please remave carban papers. 
within 72 haurs ofter death. 


ate has been signed by the attending physician and completely filled in by 


detached for use as the burial-transit permit. 
MEDICAL CERTIFICATION, 


y the haspita! or attending physician. 
Priat.ta burial, crematian, or remaval, and in 9g 


TOR: After this cer 


ia 


poge 3 shoul 
the registrar 


PHYSICIAN'S 
AME (Type] 


‘Zo. BURIAL, CR MATION, 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or county) 
eval At fascia) Paes oa > } 
8=29-56 ue Cemeter Broadfording, Mes 
23. ae DIRECTOR'S SIGNATURE 240, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Yee Andrew K. Coffnan-Ha, AT} oan 2G Sel ketene Yu Fakes 


may be relaine; 
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TO FUNERAL 


wl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( 8% 6 1 
U , 
8759 CERTIFICATE OF DEATH Site hen BS Oe 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 


x °. COUNTY WASHINGTON Naaniber | o. STATE MARYLAND b. COUNTYWA SHING TON 


Wh 1 b. CITY OR TOWN {If outside corporote limils, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
"HAGERSTOWN" 9 YRE. HAGERSTOWN 


d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 


SES PR HOWARD ST. 322 W2? HOWARD ST. ves Noy 


3. NAME OF First Middle lost 4. DATE Manth Do: Yeor 


DECEASED OF ? 
{Type or print) JOSEPH VICTOR STINE care §=©AUGUST 30 9 56 
5. SEX 6. COLOR OR RACE |7. MARRIED EA NEVER MARRIED [] | €. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday} Min. 
MALE WHITE |woowe pivorcen [] arg 7 eco ee | en 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
RETIRED FARMER OWN FARM MARYLAND U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JACOB STINE KATHERINE LIZER 


15. we DECEASED EVER IN oO S$. ARMED. Sper s4 16, (0) NE NO. | 17, INFORMANT Address 


18. CAUSE OF DEATH [Enter only ane cause Mi e INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: f 3 
IMMEDIATE CAUSE (0 : = ; Sb itp - 


DUE TO fe. “4 p 


Conditions, if ony, which (bo 


gove rise to immediote 
cotse (0), stoting the under ( OUE TO 
lying couse lost. to 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) }19. Ae eee 


yes] No { 


Mineral director, 


Pages 1 and 2 q. be filed with 


cate has been signed by the attending physician ond campletely filled in by 
after death. 


ve carbon papers. 


desl 


Then pleas 


ransit permit. 


200. ACCIDENT WAS _UNDERLY] . 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE ter) 
(IF EITHER, NOTIFY MEDICAL 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20%. (City or town) (County) {Stote} 
Hour «.m. While Not sale foclory, street, office bldg., etc.) | 
p.m. jot work [] ot work 


2.1 ae that | attended the deceased from, a _. AM, to 2t__. . 192.8. ,that | last saw the deceased 


alive an. ae and that death occurred me Lehn, frai the causes and on the date stated abave. 
DATE SIGNED 


3/ Ay xb 


nding physician. 


MEDICAL CERTIFICATION 


detached far use as the burial 
the registrar priarta burial, crematian, or remaval, and in any event withfh 72 haui 


y the haspital ar a 
TOR: After this cer 


A 


TO FUNERAL D} 


PHYSICIAN'S 
NAME (Type), 


220. BURIAL, CREMATION, | 2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY IE TDs Ale TOCATION (City, to A ‘or county) (Stote) 
9/1/56 CEDAR HILL CEM GREENCASTLE PENNA, 


Oo 


may be retai 
page 3 shaul! 
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& MARYLAND STATE oe apache OF HEAL pia ti 18 
a > f 


gizgq "°°" “CERTIFICATE OF DEATH OS 762_ 


w ed Reg. Dist. No. fh 
s 243 “] 1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If istvulion: Residence before odm 
é 2 °. By MARYLAND ait b, COUNTY 
= ani: NASH 
% b. CITY OR TOWN (If Banish corporote limits, write | c. LENGTH OF STAY IN Ib «. ae OR mie We outside corporote limits, write RURAL ear give acre town) 
wea RURAL ond give neorest town) 
os 
o= acs Ge NS iA 0 
6 d. NAME OF HOSPITAL (IF not in hospitol, give street sadtea) a. ie ‘ADDRESS . IS RESIDENCE 
a OR INSTITUTION ON A FARM? 
ra -, 3 
25 TH Maya §t. és 0] NOS 
£6 3. NAME OF First Middle lowt 4, DATE Month y 
BH DECEASED i : va OF i oe = 
2a (ype or prin) a ay Ne Vie p DEATH A\ ic. = ee eS 
~o 6. COLOR OR RACE |7. MARRIED SZ] NEVER MARRIED [7] | 8. DATE OF BIRTH 9 AGE {In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS 
d NA AL Nite. |Wwicoweo CF] oreo) (Fearon ae b 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHELACE (Stote or foreiga ott 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Sah Os AK s_ fA. — 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 90, e¢ unknown) If yes, give wor of dates of service) a 
J (VO: ALY -~A4- 2/919 ~ AK Mit) OYE 2 dO Aj9 130124 f£.D 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] & - INTERVAL BETWEEN 
PART t, DEATH WAS CAUSED BY: AON q 4 


fe remove carbon papers 
in 72 hours ofter death. 


that the deoth certificate be executed within 24 haurs ofter deat 


§ IMMEDIATE CAUSE (0! 
= 4 #9, DUE TO 
Conditions, if any, which rs 


gove rise to immediote 


res 


co¥se {0}, stoting the under. ( OVE TO 


OR: After this certificate has been signed by the attending physician and complet 


re 
3 
aoe 
—5 
3 as 
Fete lying couse lost. (2) 
ze ee é Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS_ AUTOPSY 
Beats = 
2 + 2 3 3 cs Oo No [J 
eb are = | 20a. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
E.%;, & | OR CONTRIBUTING C] CAUSE OF DEATH 
aegges & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Boess & |20c. TIME OF INJURY Month, oT Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f. {City or town) {County) (Stote) 
Sores 3B Hour o. m. While Not wile foctory, street, office bldg., 
= sir = pom. lot work [7] ot work 
©4588 
ze 3s 21. | certify shat | attended the deceased from het ee. Laf----. IND, too . 1M f.,that | last saw the deceased 
E8ER5 
Bs 3 3 alive on_# “h.., and thot death accurred at “7 __# + _M, fram the causes and on the date stated above. 
[elie Be i s ADDRESS (Street, ciyf or town, stote) BB ATE SIGMED 
< ya ACTUAL y dL Z 4 sas @ 
ce tone. fA a OO FENE 
O Paw & ‘| 1 ti 
25535 PHYSICIAN'S kK 
Hoge NAME 2 he Berea pa IM es 
3 2 
Fs BE°° 220. BURIAL, carro 2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 723. REE (City, town, of county] (Stote} 
2285 seni Specify] fn 
Oo Fo t= uf ra WASH d: D- 
ee 23. ea es SIGNATURE RECO BY ane Dab, REGISTRAR’S SIGNATURE Bb 
Vs A15 (4) 
15M 9755 


oo 1QS6 —) ‘Kea 
ey, 


ol 
i 
Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 §'7 6 3 
SRebagt be ttls 9.97/49 50 CERTIFICATE OF DEATH 


ee a 2s ee ey a: < 4 Reg. Dist. NoPOK) 
3 : ¥ Marcos ais 3 2. pn ror (Where deceased lived. If institutian: Residence befare odmissian) 
4 g a. b, COUNTY 
% * Washing ian ie eon Marylend Serreii Wash. 
Db b. CITY OR TOWN (If auttide corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
ba ! RURAL and give neorest town) > 
eS agerstown 2 weeks Rural Hagerstown 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS . tS RESIDENCE 
“a , OR INSTITUTION ON A FARM? 
a ~ / ves] not 
5 3. NAME = Middle lost 4. DATE Manth a Yeor 
a (ype or prin) Blanche Terpenning | beam Aug 2 ise 
ay 5. re 6 ., OR RACE 17. MARRIED 4} NEVER MARRIED ole oer °8 BIRTH 9. AGE (In years [IF UNDER 1 YEAR] iF ae 24 HRS. 
= - 79 lost birthday) Days iia: 
Tr oom) evore ea || 
10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
: during mast of working life, even if retired) 


Housewife Qwn home New York State USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Calvin Goodnuf Margaret Cornell 
s WAS: Lacoqag EVER IN U.S. fees FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
sy |e. na ercrinets) (ya ge worse dckerct arog ¢ 2 
) no wis none Mr. N.O Terpenning Hagerstown Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c)-] UTERVAL BETWEEN 
E. 


PART |. DEATH WAS Cal Ys ‘ lapse 
ST fecUine eae Cardiovascular Collapse e 


f DUE TO 
Conditions, if any, which (o 


gave tise to immediote 
cause (a), stoting the under. ( OVE TO 


Then please remove carbon poe 


Arteriosclerosis Generalized. yrs, 


lying couse lost. 45“) ) Age. 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) | 19. WAS AUTOPSY — 
Fractures of Femur and radius and ulner right side. yes) Nod) 


20a, ACCIDENT WAS_UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I of item 16.) 
OR CONTRIBUTING [) CAUSE OF DEATH zi 
(iF EITHER, NOTIFY MEDICAL EXAMINER) | F'@1]. whilw walking to bathroom 


Poe: TIME OF INIURY “Month, Day, Year |20d. INJURY OCCURRED - 702. PIACE OF INJURY (Hone, aS T20F. (City or town) (Cavaty) (State) 
Hour 0. 9 Naot factory, street, office bldg., etc.) ! - , 
pm AUg 179 Série own [Home ‘ Hagerstown Wash Md, 


21.1 certify that | attended the deceased from. _1'7______, 19.26, to. Ag. 24... 19. 5G,that 1 last saw the deceased 


alive on__AUg.._24 12_26__., and that death occurred at_4.s.1.02M, from the causes and on the date stated above. 
‘4 ADDRESS (Street, city or town, stote) DATE SIGNED 


the hospital ar attending physicion. . : 
OR: After this certificate hos been signed by the attending physician ond completely filled in by, 


detached far use as the burial-transit permit. 
the registror priar to burial, cremation, or remavol, and in ony event within 72 hours after di 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


> 
: ACTUAL 
= SIGNAI wo. .L19 EH. Antletam St Hager 
c VJ 
243 PHYSICIAN'S 
f4e NAME [Type] JOU Co ee eS ee ey 
& Fd 2 ‘a. BURIAL, CREMATION, | 22b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, ar county} {Stote} 
a2. REMOYAL (Specify) 
EG 8 Jefferson, New York 
hj 73, FUNERAL DIRECTORS 3h 2a. rice BY REGISTRAR % b. REGISTRAR’S SIGNATURE 
15 (4 a A) 
ne Wtiga) ("x Ste WAS Q 


ge 4 


cote be executed within 24 haurs after death. Po: 


a«< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death cert 


ond 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08764 
S754 CERTIFICATE OF DEATH : 


Reg. Dist. No. 


sé 

£5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 3 e. COUNTY Bare, STATE b. COUNTY 

‘Se fashin 2n 23 ningven 
g 

eo 

€ 


b. CITY OR TOWN (it outside corperote limits, write 
RURAL ond give nearest town) 


Magerstewn Maryland 


°. 
ken ng ike® 
| c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 4 4 bwh La 2, 0 


me 


=, dé Ee t cay 
fe =~ d. NAME OF HOSPITAL ([f not in hospital, give street address) d. STREET ADDRESS. . IS RESIDENCE 
a R INSTITUTION ON A FARM? 
= ashingten County Nespital 58 Bleom Alley ves] No] 
5 3. NAME OF First Middle tost 4. DATE Month Day Year 
; {Type oF print Florence Rebecca. Themag 4" ~~ Aug 7 1956 
e 5. SEX 6. COLOR OR RACE 17. margieD L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= las! birthday) [Months] Doys | Hours] Min. 
hs Fem gq |wivowen oworcto] | New 25 1891 yn. 
a Wo. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae during most of working life, even if retired) 
ad Demes Priva ami Hagerstown, Md Ss. 
5 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
es 
es Richard tS 
g 3 15. WAS DECEASEDEVER IN U, S. ARMED FORCES? }16. SOCIAL SECURITY NO. INFORMANT Address 
= (Yas. no. of unknown} NUE at ig oe eosT ates ol tennis 
8 neng lea Melen Baltimere 58 Bleom Alley. 


INTERVAL BETWEEN 


0 
18. CAUSE OF DEATH [Enter only one couse per | 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


DUE TO 


“ 


ial, cremation, or removal, and in any event wi 


ine for (0}. (b), ond (c}-] 


Then pl 


Conditions, if any, which (0) Sa 
gove tise to immediote 


coure (0), stoting the ynder. ( DUETO 
lying couse tost. (a) 
Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. WAS AUTOPSY 
3 (7 2 . ~ PERFORMED? 
ft AWK Lt ph 2 et te ves [J] NO e-~ 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pett J or Port Wl of item 18.) 


O8 CONTRIBUTING C1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) . 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County {(Stote) 
Hour 0. p. While _ Not while foctory, street, office bidg., etc.) | 
p.m. 19 fot work [J ot work [J H 


MEDICAL CERTIFICATION: 


‘OR: After this certificate hos been signed by the attending physician and completely filled in by 


letoched for use as the burial-tronsit permit. 


y the hospital or attending physicion. 


a 21. | certify that | attended the deceased fromh Tt . 9h A, ta. MAAee 9.8... 19t_S that | last saw the decease! 
5 alive ond Ansre J nnnnn-e Teh, and thafdeath accurred otsd_1972.M, rom the causes and on the date stated abave. 
3 2 ADDRESS (Street, city or town, stote} DATE SIGNED 
ee wo ..1h5 W, Wash, St., Hagerstown, Md. 
£oz 
$238 iti _LelePacker, IrMeW/ AEs 10,1956 
a3 . > To. Sen TON. ‘2c. NAME OF CEMETERY OR CREMATORY %2d. LOCATION (City, town, of county) (Stote) 
>>. 4 A rr 
eo g2 B : 6-11-1956 Rese 2 em age pwn és nd 
bias ; 

5 AS a) ee i 1F- 77, (MEL, 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death. Page 4 


ow 


ing physicion. 


by the hospital or otte 


sh 


moy be reto’ 
TO FUNERAL 


funerol director, 


ICTOR: After this certificate hos been signed by the ottending physicion and completely filled in b 


@ 


Pages | and z Fhould 


Ra 


be filed with 


Bae 


Then pleose remove corban popers. 


the registrar prior to buriol, cremotion, or remaval, ond in ony event within 72 hours after death. 


iq e detached for use as the buriol-transit permit. 


page 3 sha 


{ 


r 4 


Da: A 
HQ ne? 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 8" a 6: E 
CERTIFICATE OF DEATH Reg. Dist. No. 3 


2. a ogc (Where deceased lived. If institution: Residence before admission) 


b. COUNT A 
iN onivoud C| 0 oAun 
B. CITY OR TOWN (If ouffide corporote limits, write |. LENGTH OF STAY IN Tb «. CITY OR TOWN (i{/putside corporate limits, write RURAL and gp nearest town) 
RURAL ond give negrest town) 
TIA Ole Sets ‘ 
d. STREET ADDRESS (J @. 18 RESIDENCE 
‘ON A FARM? 
3. NAME OF - First lost 4 DATE 
DECEASED ne 2 sf Month Day Year 
(Type or print) -OR im DEATH ee G- 9 SG 


5. SEX 6. we: OR RACE | 7. magrieo (-] NEVER eee hy | 8. orf oF ata 9 XG 7 Raat IF UNDER 1 YEAR| IF UNDER 24 HRS. 
di Mi 
al Listy [veo sno mene | 
100." USUAL OCCUPATION (Give kind of work - 10b. KIND OF BUSINESS OR nos 11, BIRTHPLACE (State or Mts country) 12. CITIZEN OF WHAT COUNTRY? 
pare most of working life, even if retired} 
LIQ 0 ae road, Ce + yd ar a 


14, MOTHER'S: ANID NAME 


AVA Hh ry é ak \ 
15. WAS DF EIASEUETEL IN U, 5. ARMED FORCES? el INFORMANT Address 
(Yes, 10, 0F unknown) {IF yer, give wor or dates of service! 
C\ on Luanda ya: AdGi Ko + CFO QRAD Vistas a, 
18. CAUSE OF DEATH [Enter only one couse per line fol (0), (b). ond (c)-] eta REINER 
PART |. DEATH Was caustnmy Acute intestinal obstruction, o Gays 
/, DUE TO 
Canditions, if any, which Osteogenesis inperfecta congenita. 1S days. 
gove rise to immediate ue "s 
cotse (0). stoting th: dh : . q : , 
iy idpreedie ear Male Bilateral inguinal hernia sé days. 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. WAS AUTOPSY 
PERFORMED? 
Achondroplasic dwarfism, yes) NO 


200. ACCIDENT eae UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, aa {City of town) (County) {Stote) 
How a.m. While Not ae Heperyetrett, iiss Ete 9), . 
p.m. ot work [1] at work 


21. | certify that aap he deceased fr m. 


alive on 


MEDICAL CERTIFICATION 


co 


‘ADDRESS {Street, city ar town, stote) DATE SIGNED 


acute wo,...LL9 North Potomac Street, 8-10-56 
NAME Tiiee) R.A.Bell, M.D. Hagerstown, Maryland. 


Zo. BURIAL, CREMATION, | 22 Ze, NAME OF CEMETERY OR CREMATORY a LOCATION (City, town, or county) {Stote) 
(7) REMOVAL (Specify) (} r j' A " 
° « a.l0 SO LM bz Naas SMactabea bese Urute, Ce. ane 

23. FUNERAL DIRECTOR'S SIGNAT ESS 1 eat ny REOBTI 


Wises Sis a tie or he OF HEALTH—BALTIMORE, 18 mee 
ems Lm | B= e ae 
a CERTIFICATE OF DEATH 5 466, 


Reg. Dist. No, 


woul 


md ay 

s § 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence belore odmission) 

e — a. COUNTY MARVUND a. STATE __b, COUNTY 

one Wa gton Maryland Washington 

£3 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b || _c, CITY OR TOWN (If outside eorporote limits, write RURAL ond give neorest town) 

iP 3 RURAL ond give nearest town) 

‘ Hagerstown da Rura Clearspring Rt. 1 > 
= d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADORESS e.1S RESIDENCE » 
3 OR INSTITUTION ON A FARM? / 
iS Wash, Yo ospita No Address yes] NoO 
° eS 

2 . 13. NAME OF First idd Los 4, DATE Month De Yeor 

Se DECEASED (Marr“éd name:W: r) OF a 

a (Type or print) Faye rene Wilson ag Auge 2 19 


5. SEX 6 COLOR OR RACE |7. MARRIED BM} NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
. lost birthdoy) [Months] Doys | Hours | Min. 
Female White WIDOWED [7] Divorcep (] I= 9 yrs. 
100. USUAL OCCUPATION (Give kind of work done| 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
F during most of working life, even il retired) 
/ if Page ireinia Saf 


Then please remave carbon papers. Pages 1 and 2 should be filed with 


. DUE TO a 
/ 
Conditions, if any, which (0 


€ 
3 Hous ey QO 
s 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ae) 2 * 
: David H. Wilson Dessie Painter 
3 15, WAS DECEASED EVER IN U. 5. ARMED FORCES? 116, SOCIAL SECURITY NO. ]17, INFORMANT Address 
{Ye1, no, of unknown) {It yes, give wor or dates of service) 
g 
3 
= 18. CAUSE OF DEATH [Enter only one couse per Ij a, INTERVAL-BETWEEN 
. PART I, DEATH ae ees BY: ; “4 ps Sel 
= VS TMMEDIATE CAUSE (0! Adgzie G / 2 LA, 
2 
o 
= 
= 
° 


gove rise to immediote 
cottse (0), stoting the under ( DUE TO 
lying couse lost. a 


fequiresibaiihe decthicerlifcate’ betexecoladpt ania 


in. 
‘OR: After this certificate has been signed by the attending physician and completely filled in by 


£ 

a 
ze a é Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
= 1. 9 = 
2 noe As ves] NOC] 
Fooss = [200. ACCIDENT WAS UNDERLYING (J__ | 205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 16.) 
Zs a & | OR CONTRIBUTING CJ CAUSE OF DEATH 
a Ego © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
¢ a8 5 & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= 5.%es 8 Hour o. m. While Not while yy, foctory, areel, office bldg., etc.) ! f 
zs : e ¥ nem 19 Jot work [7] of work AA A i} 
Weaken! Fi f LiF 
z z 2s 21. f certify that ed sed from /_ L hf Lfeea. \9...-., t9-. Ch -f-#= A oe that | last saw the deceased 
a es “ af 
Bo Sss and that4death occurred at 24, - 7M, from the causes and on the Hate/sfated qKove: 
ws of ‘es / 
Etoss> J Faooress (Street, ci n, stote) 

32 y =~ i= 
=e 33 Pwo, (AB KAAS x L. ,_@D 
Ocara i , 
23285 LO f 
LR eretaes a ————— ee ee oe ee women nn: 
& om & ; 
ws 720. BURIAL, CREMATION, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION flity, town, of county Stor 
O254° REMOVAL (Specify) Se, con SEE He te ete hs 
Renee Hemova’ 8-2-1956 anle Virginia 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS a REC'D BY REGISTRAR | 24M. RBDISTRAR'S SIGNATURE 

Eee. a LUKAY Vik Givi Nii 3,/PSLE 
YS AIS (4) 4 
Vea 973s" + /- £70 (et aaa OBAALL EK & wi 


Aen Trot 4 Bruton Kogerrbues Fo / al 


al 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ns 67 
CERTIFICATE OF DEATH Reg. Dit. No. Oe 


9, 
© 


g 5 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
32 : WASHINGTON MARYLAND |] °° MARYLAND >. county WASHINGTON 
ee - b. CITY OR TOWN {lf outside corporate limits, write ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
27 MARGERS 38 YRS. HAGERSTOWN 
ee : Lae . d. Bf ape oe Oot (JF not in hospital, give street address) d. STREET ADDRESS e. Sank ek 
he WASHINGTON COUNTY HOSPITAL 136 HIGH ST. VEL] No 
5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
3 (Type or print) HARRY JOSEPH WALLING crave ~ AUGUST 13 1926 
2 5. SEX & COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [-] |8. DATE OF BIRTH 9- AGE, (ia years [RUNDER (YEAR IF UNDER 74 HS 
rae ee eee 2 aa cal cal 
: Wo. duringlealior oo tee Ree ee ore 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
/ | RETIRED TROLLEYMAN POWER 0. MARYLAND U.5.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


| JOSEPH WALLING LAURA MERCER 


1 5. WAS dase Wiis: cule ee 16, SOCIAL SECURITY NO. |17, INFORMANT address FAG E ; TOWN 
an, 20, OF ynkngwn) 741, give wor oF serve 
5) NO ©1419-4655 MR. CHARLES H. WALLING MD. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: bral t wig p se le 


IMMEDIATE CAUSE (0} 
Uncertain 


after death. 


iar 


mb 


Then please remave carban papers. 


‘ QUE TO 
Conditions, if ony, which w_Cerebral arteriosclerosis and vascular 


gove tise to immediote 


cotse (o}, stoting the unde. ( OVETO hypertension 


lying couse lost. el 


Part fl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) | 19. MAS AUTOFSY 
yes] nok 

20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port Lor Port Il of item 1B.) 

OR CONTRIBUTING LJ CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


MEDICAL CERTIFICATION 


FOR: After this certificate has been signed by the attending physician and campletely filled in by 


& 
ame 
ny 
a 
a 
= 
ea 
<5 
2% [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
=o. How 0. m. 19 [White Not while foctory, street, office bldg., etc.) | 
2s p.m. jot work [[] ot work [7] 1 
23 21. | certify that | attended the deceased fram_.3/3Q0._....., 195L_, ta.._© , 19.22 that | last saw the deceased 
4 
B* alive an__S8/1. g — 19.556 _, and that death accurred oft 55P_M, fram the causes and an the date stated above. 
f= fi ‘é ‘D j ADDRESS (Street, city or town, stote} ATE SIGNED 
<s ACTUAL 
& . | | |stenatur CAEN = wo. 148 West Washington Street 8/14/56 
c i=3 
Zeus PHYSICIAN'S 
= eae NAME (Type) D B Hagerstown,.Marylend. eee 
S suo 70. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
£ 52 Hy SORTER” 8/16/56 MT. OLIVET CEM. FREDERICK MD. 
Pee 123. FUNERAL DIRECTOR'S SIGNATURE 2 5 2M, REGISTRAR'S SIGNATUR 
Yen yess) ER fies Meg (6.19 SC hGged pa 


. SA nvaaneg 


gget 08 ONY 


— Warsade 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 C1768 
8758 CERTIFICATE OF DEATH hc cniditess ee 


<< vs« 
s 85 1. PLAGE OF DEATH 2. USUAL RESIDENCE [Whacg deceased lived. If iat fare omission) 
2 £ GTON MARYLAND scans MARY. "ANB b. county WAL Set NCTON 
e b. ee Se TOWN Saar? ounide ae limits, write |e. LENGTH OF STAY IN Ib |] ¢, CITY OR TOWN (If auhiide corporate limits, write RURAL ond give nearest town) 
~ => |} 20 YRS. HAGERSTOWN 
3 
a ws NAME OF FETON IF not in uN y" street Th d. STREET ADDRESS e. 1S RESIDENCE 
a - 7 ON A FARM 
= WESETNPTON COUNTY HOSPITAL 306 W. WILSON BLVD. ves) none 
ce 
£5 3. NAME OF First i 4 pate Ye, Yeor 
- DECEASED 
3; DECEASED JAMES GLENHOY § WERKING [sr aucts'r tz 5 
=e S. SEX 6. COLOR OR RACE }7. MARRIED LALNEVER MARRIED [-] | 8. DATE OF SIRTH 9. tad R]iF UNDER 24 HRS. 
2 Jost bir eke Min. 
- MALE WHITE |woowo overt | 41/20/1881 bevale 
Ea. TOe. USUAL OCCUPATION (Give kind af work done] 10b. 11. BIRTHPLACE (Stote or foreign count ae CITIZEN OF WHAT COUNTRY? 
5 ae ) |'°° duty ment of working itor even stroked) >|” SREE PAPE OLED MARYLAND v "S.A. tc 
RVev j RE REC ATI ? 
8 Bis 13. FATHER'S NAME 14. MOTHERS MAIDEN NAME 
a0 JOHN HENRY WERKING MARY YOUNG 
B33 15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT nade BT AG 
(Ves, ng._or unknown) {tE yes, oi dates of 7] TOWN 
A No [re ech MRS. ORPMA K. werKIne "46®G@# 
Es ee er : 
Bee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (cl. INTERVAL BETWEEN 
203 PART I, DEATH WAS CAUSED BY: i) ce een di, VA 4 
eres IMMEDIATE CAUSE (o)_ ASF“ }0¢ e ke peal KO ccna ka 
rel : - DUE TO 
5 Conditions, if ony, which Pe 
Sa gove rise to immediote 
5 cote (0), stoting the under- ( OVE TO 
a lying cous tc 
€ ee 
$ Patt I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING YO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
3 


ves []_NO {7) 


200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, iN Year ] 20d, INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote} 
eo. van. 2 Wer “ie foctory, street, office bldg., tel} 
p.m. lot wark [] ot work J 


21. | certify that | lina the deceased fram._ - ST, to xa _- 19:4 Gathat | lost saw the deceased 


MEDICAL CERTIFICATION 


y the hospital or ottending physician. 
B detoched far use os the burial-transit permit. 


alive on________ © </> _, 19. §'Ta__, did that death accurred ot_AL! eM, fram the causes and an the date stated abave. 
ADDRESS Guia city or flown, fad DATE SIGNED 
settee [C Ae mo f22 4) U Wecclery LADS 


Dee PHYSICIAN'S, 
e<s we ST os OL ORY ES A a ES EB A FS SE en ey Se ane ea tg eee meee ae 197! 
se 2 Zo. BURIAL, con” Wb, DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county) (Stote) 
bef 8/15/56 Rest Maven CEM. HAGERSTOWN MD. 
te 2a ,BEC'D BY REGISTRAR | 2Abs REGISTRAR'S SIGNATURE 
1: 


OMG ‘|e ket gf73 erA 


5A nvana 


 O56E 08 tn 


Dyan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18} 469 
8759 CERTIFICATE OF DEATH Reg. Dist. No. GPO 


al 


sé 
+ = 5 bons OF DEATH. Fe Se ce (Where deceased lived. If institution: Residence before odmission) 
° E 3. ; 
52 __ Washington MARYLAND Maryland COUNTY Washington 
a} rs 'b. CITY OR FOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
3 RURAL end ive necigs town) 1 
sz a agzérs town week Hagerstown 
= 
& = ‘d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS, . IS RESIDENCE 
7) OR INSTITUTION x ON A FARM? / 
S Washington Co, Hospital 152 S. Mulberry St. ves 0] NO OM 
5 3. NAME OF First Middle Lost 4. DATE Month Bey Yeor 
3 (Type or print) Jacob Milton Wilhide DEATH 8 13 19 656 
3 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |8- DATE OF BIRTH 9. AGE Tose IF UNDER 1 YEAR] IF UNDER 24 HRS. 
: ost ight : 
male white winoweo fH _oworceo] | April 22, 1872 sa ele ee e 
WOo. USUAL OCCUPATION (Giv: 


IN (Give kind of work danej 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

} during most of working life, even if retired) 
Y self employed Middletown, Md. U.S.A. 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

acob Wilhide unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, et unknown) (IF yes, give wor or dates of service) % ’ 2 
a none Milton Wilhide Hagerstown, Md. 


1B. CAUSE OF DEATH [Enter only one couse per 


for (9). (b), ond (c).] vA INTERVAL BETWEEN «= 
PART I, DEATH WAS CAUSED BY: f, Ve ww Vi ONS DDIOEAIH 
IMMEDIATE CAUSE (o} LE al GA CH 2g Lt € <2 


ME! CE cea A cod Q 


Then please remave carban papers. 
yy event within 72 hours ofter death. 


Conditions, if ony, which 
gove rise to immediate 
couse (0), stoting the under 
lying couse lost. 


Past {t, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS ABIDES. 
yes} NOC] 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tl af item 1B.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stote) 
Hour 0. p. While Not while factory, street, office bldg., ete.) " 
p.m, 1% fot work [] at work [J 1 


21. | certify thay | attended the deceased from_ (eZ Ags es | Sees 2 CLAS INS fey 19_____,that | last saw the deceased 
HW) LS 
(Z 


Htransit permit. 


MEDICAL CERTIFICATION 


the hospital or attending physician. 
YOR: After this certificate has been signed by the attending physician and completely filled in by 


4 {fp 
alive on__' ae er and that death occurred at. (7 __M, from the causes and on the date stated above. 


iS Y, ADDRESS (Street. city or town, stote) DATE SIGNE} 
t . 
SONATURE,, Ki tl ten f MD. Hp a a tf, Ms 


A = 
mms Cure VON 1D 


Zo. Soe EON 2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY ‘Zid. LOCATION (City, town, ar county) « (Stote) 
tat” 8-16-56 Lutheran Middletown Md. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b_ REGISTRAR'S SIGNATURE 
YSAls a) Fred W. Kraiss Hagerstown, Md. Khatcp l,l 956 Lifged ff FeV) 


detached far use as the burial 
to burial, crematian, or removal, 


page 3 shaul 


the registrar pri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


TO FUNERAL 


3 A Nvaune 


gcet 0% Olt 


Oars 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Item 9 = film G201 6-16-56 1 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
a. COUNTY 


\ BS 40 Ugo & 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Washington ae 9. STATE Md, b. COUNTY Washington 
RURAL and give nearest town) 


€. LENGTH OF STAY IN 1b 
C. as ada ars 


d. NAME OF HOSPITAL {If not in hospital, give street address) 


b. CITY OR TOWN {If outside corporate limits, write «. CITY OR TOWN {If autside carporate limits, write RURAL and give rearest town) 


d. STREET ADDRESS @. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? / 
ves [] No Gt 


3. wae 3 First Middle lost a ats Month 
(Type ae print) Louisa Blanche Wise DEATH Au 


5 SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-] |8. DATE OF BIRTH F.AGE (In yeon 
Female White wioowed [) pivorceo(§¥ | July 19, 1886 


last birthday) 
10a. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


# during most of working life, even if relited) 
3 ( louse Wife Sabillasville Md oA 
3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a) 
ry Josiah Moser Sarah Jane McClain 
¢ 1S, WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
2 ag | W¥en 10. oF unknown) If yes, give wor or dates of service) 5/0 e he 1d, 
g >|__No Pin4so NGagy byte Chan Caacecke hl 3 
"3 18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (0). ond, (c).] INTERVAL BETWEEN 
= \ Td 
ey \ PART I. DEATH WAS CAUSED BY: : aS / ij Oe 
Ss - IMMEDIATE CAUSE {0} aA % S444 = LAAs. sk yy 2 Ln. 
EP / / x DUE TO 4 
Canditians, if any, which © jee ae 4 Z Ad 4 owehu Bt 
gove cise la immediate 7 3 
cause (a), stoting the ynder. ( DUE TO f, 4.f- f / " 
lying cause lost. oA bases Ark ED ee eee AS] Cet tay eee 
fam Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. Was AUTORSY 
yes (] No] 


20a. ACCIDENT WAS UNDERLYING C} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
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of detoched far use os the buriat-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. 


¢ 
g 
ES 
= 
a 
oa 
= ‘OR CONTRIBUTING CT CAUSE OF DEATH 
e (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
bi Hour a. While Not while factary, street, affice bidg., etc.) g 
s pom. vw lot wark (7) ot work [J ' 
ae 21.1 certify thot | ottended the deceased from.____ Wie Lg As 
ri ig olive on_/Jj__ pao IQs, eh, andthe dedth occurred ot_&_ “== EM, from the causes and on the date stated above. 
ese wre 
ACTUAL 
6 SIGNAI = if MO. tts 
& a b 
S4e8h PHYSICIAN'S , 
eae NAME (Type Pe ee ee ee a 
S3°D 26. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) Grate) 
apes REMOVAL (Specify) 
Eg ae B 9 rs 1 Blue Ridge burmon ede kK Md 
e 23. ‘pie DIRECTOR'S SIGNATURE ADDRESS 2ho REC'D viii | 24. REGISTRAR’S SI RE 
15 (4) > a P {) alld A F x 
Bava Mkitin 2 fypue tednpabers feo Soint 1419961 f Yo Aedes 


9c6r PT ony 


arsoatl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
} > 
CERTIFICATE OF DEATH weg. 0 08 OY, 
br, pce 2. re tea (Where deceased lived. If institution: Residence before admission) 
3 Washington eas Ma. Ec Wash. 


_/T ». CITY OR TOWN (If outside corporote limils, write c. CITY OR TOWN (If outside corporole limits, wrile RURAL ond give neares! lown) 
RURAL ond give nearest town) 


Hagerstown avs rural Smithsburg y 


x 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE » 


Washington County Hospital RFD 2 ON. A FARM? 


=a 


funerol director, 
ld be filed with 


Yesxj noO 


. First Middle Lost 4 ada Month Doy Year 
{Type oF print Harry Edwin Wolfe DEATH August 18 19 56 
5. SEX I COLOR OR RACE |7. MARRIED IK] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 EAR] IF UNDER 24 HRS. 


male white  |woows lt ovorceot] | June 5, 1875 er ieee fp aes oer 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


oo own farm Washington Co. Md. 


arme 
13. FATHER'S 


n 24 hours after death: Page 4 
« : 


y filled in b 
Poges 1 ond 2 


NAME 14. MOTHER'S MAIDEN NAME 
William Wolfe Nancy Maugans 


Yee ea te as 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
no one Mrs. Della Wolfe, Smithsburg, Md. 


I \ 1. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
ND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)___ C@Irddee Arrest 
DUE TO 
Conditions, if ony, which wo Ventriewlar Fibrillation 15 min 


ere sae 
gove rise to immedio! bdete! | 


Then pleose remove corban papers. 


cote (0), stoting the under- 
lying couse lost. 


20a. ACCIDENT WAS UNDERLYING [1 | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year [ 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (tote) 
Hour 0, m. While Not while SORISty: Hest, STMERIETR,. Sioa 
em. 19 fot work [1] of work [J 


H 
21. I certify that | attended the deceased fram. BA. -. 1986, to 8/13. .. 19. 5B that | last sow the deceased 


alive an______ 8/78 266... and that death accurred at_LLs 2OWPMrom the causes and an the date stated above. 
me ADDRESS (Street, city or town, slole) DATE SIGNED 


D> /[-- 
v 


PHYSICIAN'S 
NAME (Type) Dar les Ff Hes: .-- me! heb: gp. - 


Ro. Pee ouaeleeta ‘2, DATE THEREOF ‘c. NAME OF CEMETERY OR CREMATORY Md. tO TION {City, town, or county) 
as 
Surie Aug. 21, 56| Welty's Cemeterx reensburg, Md 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Blo, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
+ 


Scott F. Minnich & Son, Smithsburg, Md+Joste O56 


19, WAS*AUTOPSY 
PERFORMED? 


yes [Tj NO =] 


‘ote hos been signed by the attending physicion ond comple 


MEDICAL CERTIFICATION: 


detoched far use as the burial-transit permit. 
the registrar priar to buriol, cremotian. or removol, ond in ony event within 72 hours after death. 


y the hospito! or ottending physician. 


TOR: After this certi 


moy be ret 
TO FUNERAL 
page 3 shauly 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08 779 
8751 CERTIFICATE OF DEATH hal Se 


tad 


i} WAS. eee nae U.S. epee ie asl 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Pee ees ppg ctl Le 
No ooo irs. Ruth Yeater Hagerstown Md, 


18. CAUSE OF DEATH [Enter only ane cause per fine far (a). {b]. ond (c)) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


lease remave carban papers. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then 


om | DUE TO 


user 
S 3 = iP Teer eee % See (Where deceased lived. If institution: Residence befare admission) 

o 8 a. . 2. b. COUNTY 4. 

< $3 -- Washington Maryland uw Washington 

= 6 3 BA b. CITY OR TOWN {If autside carporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside cosporote limits, write RURAL and give nearest town) 

8 8 RURAL and give nearest tawn) 

oe erstown 2 yea Hagerstown 

= dé. Se On eae {If not in hospital, give street address) | d. STREET ADDRESS. e. a eS 
ee OO Qak Hill Ave 1400 Oak Hill Ave, ves (] No 
2 5 3. NAME OF First Middle Lost 4.DATE Month Doy Yeor 

nt ng ype ar print) Harve Upton Yeater DAH UgUSt 28 9 56 
= S 5. SEX 6. COLOR OR RACE | 7. MARRIED LENEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 = = lost bisthdoy) Days | Hours | Min. 
a Male White |wrownt  pvorcto | Dec.25, 1892 63 7. 

3 4 10a. USUAL OCCUPATION (Give kind of wark done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 = during most of working life, even if retired) 

perre Dentist Dental Cameron W. Va. 

Se = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

$ 4 Christopher E. Yeater Florilla Teagarden 

8 E 

pias s 

$ Es 

£ Ss 

4 

£ 

3 


“T 
Conditions, if any, which 
gave rise ta immediate 


e 


CTOR: After this certificate has been signed by the ottending physicion ond completely filled in b 


a 


wo.148 West Washington Street 8/29/56. 
PHYSICIAN'S 
NAME (Tyre) BD nel elev MD. gerstown,._™Maryland. 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specify) 
B a §—30=—56 Res Haven enete agerst own e 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Bday RECD by REGISTRAR a a SIGNATURE 
vane Scott F. Minnich & Son Hagerstown Md Jege/7v4 HE Zez4 CAS oul 


3 
3 
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o 
o 
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a. 


moy be retai 


3 
Pars 

3 Eo 

= gs cotse (0), stating the under: (OVE TO 

S =o lying couse lost. fo) 

3: ie 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 

= 79 = 

2 BS < ves] no ft 

i 3&§ = | 200. ACCIDENT WAS UNDERLYING [J ___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part { oF Part Il of item 1B.) 

ie & | OR CONTRIBUTING LT CAUSE OF DEATH 

2 £5 G | {IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 6s & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Hame, form, | 20f. (City or tawn) {County} (Store) 

4 23 = floor ain. Whiter... Nos while factory, street, office bldg., etc.) ¢ 

= one = pm, 19 at work (7) ot work [J ‘ 

ease? a 7 28 

Z¢2y= 21. | certify that | attended the deceased fromNWiQVs.O _____ 19.54 ug. 28, 198 that | last saw the deceased 

2 a ss 

4 eg 8 3 alive on AUS’ .. and that death occurred oB LOAM, fram the causes and an the dote stated above. 

E*0s5 ADDRESS (Street, city or tawn, state) DATE SIGNED 

ey aa 
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